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SOME APPLICATIONS OF PHYSICAL 
MEDICINE IN GERIATRICS 


Frank H. Krusen, m.p., F.a.c.p., and Ursula M. Leden, m.p. 


ALTHOUGH geriatrics is rapidly becoming an important field of medicine, 
its possibilities in relation to other specialties have not yet been fully realized. 
Physical medicine, properly prescribed and administered, has many applica- 
tions in the field of geriatrics, and is therefore of vital importance at pres- 
ent, when the relative age of our population is showing a considerable 
increase. 
PROLONGATION OF LIFE IN THE GENERAL POPULATION 

According to Kretschmer (1), the life span increased from 42 to 65 
years between 1900 and 1944; and whereas only 17 per cent of the total 
population were 45 years old or more in 1900, the percentage for this group 
had increased to 26.5 in 1940. It is estimated that more than half of the 
population will be included'in this age group in 1970 if the present shift 
continues. This change has furthered the development of gerontology, the 
science for the study of problems involved in the aging process, and geri- 
atrics, the specialty for treatment of diseases of old age. 


OBJECTIVES OF GERIATRIC MEDICINE 

Stieglitz (2) classifies the problems of gerontology into three major 
divisions: (1) the biology of aging, (2) the clinical problems of aging man, 
and (3) the socio-economic problems of aging man. Clinical medicine must 
deal with the consequences of aging, both normal and abnormal. The primary 
objective of medical science is not the mere prolongation of life, but the 
assurance of greater health, vigor, and usefulness. Stieglitz expresses this 
well when he says: ‘““The objective of geriatric medicine is to add breadth 
and depth rather than mere length to life.’’ Recently it has been pointed out 
by other observers (3) that the aim of geriatric medicine is “to extend the 
period of health, vigor and activity of the average individual for as many 
years as possible and to make the eventide of life a time of comparative 
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comfort, health and happiness.” It is concluded that “In this field the full 
potentialities of physical medicine will surely be applied towards the main- 
tenance and promotion of the health and vigor of elderly persons.” 


CHANGES PECULIAR TO THE AGING PROCESS 

The peculiarities of geriatric medicine arise from the fact that aging 
brings change. Anatomic changes, called “senescent degenerations,” occur 
in every organ and tissue of the body. The essential changes are dehydra- 
tion and waste of tissue, which is either not repaired at all or is replaced by 
tissue of a different character and of a lower order. Because of anatomic 
changes, the functions of the organs and tissues are altered, but the func- 
tional changes do not always correspond to the anatomic changes. The capi- 
tal physiologic changes are gradual retardation of cell division, of tissue 
repair, and of oxidation, cellular atrophy, decrease in tissue elasticity, de- 
creased speed and strength of musculoskeletal reactions, and progressive 
degeneration and atrophy of the nervous system. The circulation is main- 
tained with difficulty, so that tissues supplied by terminal vessels are insuffi- 
ciently nourished. There is impairment of sensation, and there may be 
anesthesia or paresthesia. The skin becomes dry and atrophic; heat regulation 
is poor. It is obvious that these changes have an important bearing on the 
application of physical measures in the treatment of the diseases of old age. 


GENERAL ASPECTS OF DISEASES OF SENESCENCE 

The diseases characteristic of the senescent period differ widely from 
those common in youth. Nascher (4) classified the diseases occurring in 
advanced life into five groups: (1) primary senile diseases, or defects in the 
ordinary senescent changes; (2) secondary senile diseases, or those result- 
ing from senile changes; (3) preferential diseases of old age, or those which 
occur most frequently in advanced life; (4) modified diseases of old age, 
or diseases modified by senile conditions; and (5) diseases either uninflu- 
enced by old age or rare in old age. 

According to Thewlis (5), geriatrics is based on three fundamental 
principles: (1) that senescence is a physiologic entity, like childhood, and 
not a pathologic state of maturity; (2) that disease in senescence in a nor- 
mally degenerating organ or tissue is not a disease such as is found in 
maturity complicated by degeneration; and (3) that the object of treat- 
ment in senescence should be to restore the diseased organ or tissue to the 
state normal in senescence, rather than the condition normal in maturity. 

Senescence is an important factor in the causation of many chronic 
diseases. Characteristic of these “degenerative” disturbances are a slow but 
inevitable progression, an insidious onset, and long periods of disability. 
Data from the National Health Survey of 1935-1936, as quoted by Stieg- 
litz, show the importance of age in chronic invalidism and emphasize the 
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lack of correlation among the factors of mortality, disability, and incidence 
in senile diseases. Cardiovascular diseases are reported as the most im- 
portant cause of death in later years, nervous and mental diseases are respon- 
sible for most prolonged or progressive disability, and the various types of 
arthropathy exceed all other disease groups in incidence. 


Uses or PuysicaL MEDICINE IN GERIATRICS 

There are many senescent conditions that respond well to physical 
treatment. Old people have been eager to take advantage of the increased 
scope of physical medicine and have learned to expect relief and restoration 
of comfort and function from physical measures directed against rheu- 
matic, neuralgic, traumatic, and other disabilities. When properly applied, 
these measures improve function and counteract the progress of disease 
processes. Nascher has pointed out that a serious difficulty in the treatment 
of diseases of old age is the uncertainty of the action of drugs on the senile 
organism. The same caution must be exercised in the use of physical agents, 
because the influence on organic or functional changes in the body will be 
exerted in direct relationship to the primary physical changes. The necessity 
of a careful technic and measured doses in the application of all physical 
agents was emphasized by Kovacs (6), who also called attention to the gen- 
eral rule that physical therapy, like drug therapy, should be less intensive 
for the aged than for younger persons. 

A consideration of some of the physical procedures most commonly 
employed in geriatric treatment will be followed by a brief review of a few 
of the most frequently occurring diseases of senility that respond well to 
physical treatment. 

HEAT 

Heat is the most versatile physical therapeutic agent. Heat can be 
applied to the body either locally or generally, and in one of three ways: 
(1) by conduction, (2) by convection, and (3) by conversion. Conductive 
heat is that which is applied directly to the body by means of a heated object. 
Convective heat is that which is thrown on the body from an outside source. 
Conversive heat is that which is developed in the body tissues because of 
the resistance they offer to the passage of high-frequency currents. 

The effect of any form of local heating is active hyperemia, relaxation 
of muscles, and relief from pain. The main difference in effect between the 
various forms of heat is the difference in depth of penetration. Conversive 
heat has a deeper penetration than any other form of heating, whereas the 
effect of conductive heat is the most superficial. Application of convective heat 
is the most convenient and safest method of the use of heat for the aged. 
It is most commonly used for arthritic and rheumatic diseases, as well as 
for subacute and chronic traumatic and inflammatory conditions. Infra-red 
radiation can be obtained from luminous or nonluminous sources. Infra-red 
sources that produce short wave lengths usually constitute the medium of 
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choice, because heat from such sources has deeper penetration and because 
the skin of the patient can tolerate more energy from infra-red radiation of 
short wave lengths than it can from infra-red radiation of long wave lengths. 
Lamps with 1500-watt tungsten filament bulbs in large reflectors produce 
a wide area of fairly uniform heat, and are therefore effective in the treat- 
ment of large areas of the body. The careful home use of simple heat lamps 
is often advisable for old people who cannot come frequently to the physi- 
cian’s office. A 250-watt bulb with carbon or tungsten filament in a cup- 
shaped reflector is commonly used for the treatment of small portions of the 
body. For treatment of larger portions, such as the extremities or the whole 
back, luminous bakers with four or more bulbs will produce the most uni- 
form type of heating. 

Special care and clinical experience are needed in the administration 
of heat treatments to old people. Burns may result because of lessened skin 
sensibility or the presence of peripheral vascular disease. Such burns are 
especially dangerous in view of the fact that healing will be slow as a result 
of the poor circulation already present. Hence, gangrene may ensue. The 
same danger exists among patients who have diabetes. In such cases the 
prolonged application of heat at temperatures from 91° to 95° F. (32.8° 
to 35° C.) is preferable to short exposures at high temperatures. In the 
presence of advanced peripheral vascular disease it is often advisable to 
produce reflex vasodilatation in the affected region by means of the local 
application of heat to an unaffected part. 

Infra-red sources of heat are not the most effective ones for treatment 
of the hands or feet, because only a relatively small part of the surface of 
these appendages is exposed to the rays. Certain conductive heating agents 
are often preferable to infra-red heat. Hot paraffin is a clean and effective 
agent that will retain heat and completely surround the part when used on 
hands or feet. It also has the advantage of being easily available, especially 
in localities without electricity. The paraffin is melted in a double boiler and 
allowed to cool until a thin film forms on the surface. Then it can be painted 
over the region to be heated, or the patient’s hand or foot can be repeatedly 
dipped into the paraffin so that a thick glove or boot is formed. 

Another efficient method for the local application of heat is by means 
of water. Contrast baths are very effective in producing hyperemia of the 
hands and feet, and are convenient for home use. They are employed in the 
treatment of painful conditions of the hands and feet, including rheumatoid 
arthritis and osteo-arthritis and peripheral vascular diseases. The part is 
immersed alternately in hot and cold water. Treatment begins with an initial 
immersion of ten minutes in hot water. Next, immersion for one minute in 
cold water is alternated with immersion for four minutes in hot water. This 
procedure is continued for twenty to thirty minutes. It always ends with 
immersion of the part in hot water. The temperature of the water should 
be carefully prescribed when aged persons are being treated, especially those 
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who have peripheral vascular disease or diabetes mellitus. The temperatures 
to be employed in the absence of peripheral vascular disease are 65° F. 
(18.3° C.) for the cold-water phase and 100° to 110° F. (37.7° to 43.3° 
C.) for the hot-water phase, but in the presence of peripheral vascular dis- 
ease the temperature of the water should not exceed 105° F. (40.5° C.). 

The whirlpool bath is an effective method for the production of hyper- 
emia, relaxation of muscles, and relief from pain, because the whirling water 
has an effect of gentle massage. It is of particular value in the treatment of 
posttraumatic lesions and such painful conditions as neuritis and neuralgia, 
which are so common in advanced age. Again, the temperature of the water 
must be varied according to the condition to be treated. If the circulation of 
the patient is adequate, the temperature should be between 105° and 110° F. 
(40.5° and 43.3° C.), but if there is any circulatory disturbance, the temper- 
ature should remain at less than 100° or 101° F. (37.7° or 38.3° C.). 

Conversive heat in the form of short-wave diathermy has found very 
widespread use in recent years. Since it produces deeper penetration of heat 
than do other forms of heating, it is the agent of choice when deep heating 
of tissues is indicated. In many conditions, however, and especially those 
involving several joints, simpler and safer methods of superficial heating are 
satisfactory. Short-wave diathermy should not be used as a cure-all for any 
type of undiagnosed painful condition. The contraindications and dangers 
of diathermy treatment for the aged must be considered carefully, espe- 
cially for those patients who have impaired sensations of the skin, because 
treatments usually are administered within the comfortable toleration of 
the patient. Short-wave diathermy is contraindicated in the treatment of any 
condition in which there is danger of hemorrhage or in treatment over areas 
of occlusive vascular disease. A satisfactory technic for the application of 
short-wave diathermy for occlusive vascular disease of the lower extremi- 
ties consists in the placing of a short-wave diathermy coil beneath the lum- 
bosacral region. This is a safe and efficient means of producing peripheral 
vasodilatation of the lower extremities. Care should be taken to remove all 
metal substances from the region around the electrodes, since metals may 
concentrate the electric field and produce burns or start fires. If treatment 
has to be administered to an aged patient lying in bed on an innerspring 
mattress, the applicator should be at least one foot or more away from the 
mattress, to avoid heating the springs. 

General heating of the body resulting in elevation of body temperature 
may be dangerous among older patients, especially in the presence of cardio- 
vascular or renal disease. Hot tub baths, which are effectively used in the 
treatment of rheumatoid arthritis and other rheumatic conditions, should, 
therefore, be prescribed cautiously if at all for patients of advanced age. 


MASSAGE 
Therapeutic massage is an important part of physical medicine in the 
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treatment of rheumatic, neuralgic, and many traumatic conditions. The 
effects of massage include mechanical propulsion of venous blood and lymph 
toward the heart, reflex stimulation of circulation, and a sedative or stimu- 
lating effect on sensory nerve endings. 

If properly applied, massage may be of great benefit in the treatment 
of a number of diseases occurring among elderly people. In cases of arthri- 
tis, sedative massage, preceded by the application of heat and followed by 
therapeutic exercise, aids in preventing atrophy, improving metabolism, and 
relieving edema. Special care must be taken to avoid heavy massage too near 
the joint structures. Particular interest has developed in the employment of 
massage in cases of fibrositis. Heavy local massage is advised to break up 
fibrositic nodules, but heavy massage should be used cautiously for elderly 
or debilitated patients. 

Skillful massage may prove to be a substantial aid in the treatment of 
circulatory failure as well as peripheral circulatory disturbances. Massage 
has been used extensively in the management of a number of disturbances 
of the nervous system, such as parkinsonism, disseminated sclerosis, and 
diseases of the peripheral nerves. It is also used as auxiliary treatment in 
a considerable number of orthopedic conditions. Therapeutic massage should 
always be administered by a skilled technician and prescribed by the physi- 
cian with special reference not only to the disease to be treated but also to 
the general condition of the patient. As Kovacs has pointed out, reduction 
in the intensity and duration of massage should be made in all cases of 
senescence. If massage is to be used for home treatment of conditions of long 
duration, the patient’s relatives may be instructed by a trained technician to 
carry out a few simple strokes. 


EXERCISE 

Exercise may be either recreational, to maintain health for the normal 
individual, or therapeutic, to restore normal function to certain diseased or 
injured tissues. The physician rarely is called on to prescribe exercises for 
the normal, healthy person. In the practice of geriatrics, however, recrea- 
tional exercises acquire a special significance in that they help to keep the 
aging individual limber and in good general condition. 

The amount of exercise allowable for an aged patient is determined by 
the condition of his heart. To be effective, exercise must be taken daily. 
Kovacs advises the use of some simple form of setting-up exercises for 
people not engaged in active outdoor life. Thewlis points out that most 
recommended exercises are too strenuous for the aged. He outlines a routine 
of seven simple rhythmic exercises that are not fatiguing. General exercises 
should be performed in the afternoon or evening, since a person has a mini- 
mum of strength early in the morning. 

Therapeutic exercise is one of the most valuable procedures in physical 
medicine and one that has a great variety of applications in geriatric medi- 
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cine. Exercises may be passive, active assistive, active, or active resistive, 
and should be prescribed accurately. The various types of arthropathy con- 
stitute an important indication for therapeutic exercises among elderly 
patients. In cases of atrophic arthritis, active assistive exercises usually are 
necessary to maintain mobility of joints and to prevent contractures. One 
or two slow, gentle movements through the fullest possible range of motion 
are far more effective than many rapid movements through a partial range 
of motion. In cases of osteo-arthritis, excessive limitation of motion is less 
likely to occur and milder exercises will suffice to maintain mobility. In the 
presence of certain types of cardiac disease, definite improvement can be 
obtained by the prescription of proper exercises. Master’s (7) simple exer- 
cise tolerance test for circulatory efficiency can be performed, and active 
exercises can then be prescribed with more certainty of the avoidance of 
overexertion. If at any time palpitation or dyspnea develops, the exercises 
should be discontinued. 

In the presence of occlusive vascular disease the Buerger-Allen active 
vascular exercises may be useful. These postural exercises should be started 
early in the course of the disease and continued over a long period in order 
to be effective. Exercises for hemiplegia are of great value in re-education 
of the affected extremities. Passive movements should be started early to 
prevent contractures. As soon as the first sign of voluntary power returns, 
the patient should be encouraged to attempt voluntary movements. The 
patient must follow a whole series of exercises, starting with active move- 
ments of one joint only and gradually increasing until increasingly compli- 
cated coordination exercises have been mastered. 

The Frenkel coordination exercises are also useful in the management 
of certain other neurologic disturbances, such as ataxia associated with 
tabes dorsalis or incoordination which occurs as a result of combined 
sclerosis. Exercises for the treatment of lesions resulting from trauma, such 
as fractures, dislocations, sprains, or strains, can be started after a period 
of immobilization has permitted healing to progress sufficiently. There 
should be a gradual transition from muscle-setting exercises, through gentle 
passive motion, to active assistive, and finally to free active movements. 


GERIATRIC CONDITIONS EspECIALLY AMENABLE TO PHysICAL MEDICINE 
As already mentioned, the various types of arthropathy are the most 
prevalent diseases of advanced age. The two main types are rheumatoid 
arthritis, often called “atrophic” or “chronic infectious arthritis,” and osteo- 
arthritis, also called “hypertrophic,” “senescent,” or “degenerative arthritis.” 
Among older persons it is not uncommon to observe more than one pathologic 
type of arthritis when the process is of long standing, but since only one type 
of reaction is clinically active in one joint at any given time, a correct diag- 
nosis should be made so that proper treatment can be administered. 
Rheumatoid Arthritis. Rheumatoid arthritis usually begins in earlier 
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life; rarely does the initial attack occur after the age of 60 years. If genu- 
inely new arthritis does occur after that age, it presents certain differences 
in physical observations in comparison with the arthritis of younger patients. 
According to Monroe (8), loss of weight and atrophy are marked in the 
presence of new arthritis of old people, and stiffness may be out of propor- 
tion to the disease in the joint. In the great majority of cases, the rheuma- 
toid arthritis encountered in old people is recurrently active. The picture in 
such cases depends on: (1) the number of previous attacks, (2) the severity 
of these attacks, (3) the state of health between attacks, and (4) the treat- 
ment received. An important point to bear in mind in the treatment of 
patients of advanced age who have rheumatoid arthritis is that treatment 
should not be patterned according to such factors as life expectancy or 
economic usefulness. Old people have the same right to all possible benefits 
from treatment as have the young. Hence, the treatment of rheumatoid 
arthritis in older patients follows the same general course as that for young 
persons, with certain modifications. Rest in bed is essential during the acute 
state of the disease. It is often difficult, however, to convince the elderly 
patient that he or she should remain in bed, because rest in bed is associated 
psychologically with the implied threat of permanent invalidism. Intelligent 
cooperation between patient and physician is essential to establish a satis- 
factory routine. The application of heat is advisable in the acute stage of 
the disease. Caution in the local application of heat is necessary because of 
the lessened heat tolerance of senile skin, as has been emphasized previously. 
Contrast baths are of value when the hands or feet are involved. Systemic 
heating as used for young persons in the form of mild fever usually is 
contraindicated for the patient who is more than 60 or 65 years old. 

Massage is a valuable part of the treatment. It should consist of light 
stroking and kneading of the tissues around the involved joint and of only 
gentle stroking over the joint itself. It can be taught for home use to a 
member of the patient’s family. Exercises are essential to prevent the devel- 
opment of fibrous adhesions in the involved joints, to lessen atrophy of the 
muscles surrounding them, and, perhaps, to lessen decalcification of bone. 
Exercises should not cause pain or increase stiffening. Active assistive 
exercises are used to mobilize joints. A careful program of treatment will 
help greatly in keeping the patient who has rheumatoid arthritis in the best 
possible condition, with the least amount of deformity and the greatest 
degree of function of joints. 

Osteo-arthritis. Degenerative changes in the joints are demonstrable 
in every person long before old age. They increase more slowly with advanc- 
ing age, often occurring at the site of trauma, either actual, significant 
injuries or strain caused by weight bearing. There is a marked disparity 
between the signs and symptoms of osteo-arthritis as they are observed in 
different cases. One person may have marked changes in his joints without 
symptoms, and another may have severe distress in which only insignificant 
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changes are observed. In the average case only one joint, or perhaps a few 
more, is the site of symptoms, although many other joints show typical 
changes. The symptoms usually are related to use. The knee often is sympto- 
matically active because weight bearing hastens its degeneration. Osteo- 
arthritis of the hip has been given the special name “‘morbus coxae senilis.” 
It results from the action of the head of the femur in grinding down the 
acetabulum, and may be extremely disabling. 

Physical treatment is important in the management of the various forms 
of osteo-arthritis. As always, it should be fitted into the general program. 
Reassurance of the patient is particularly effective in this form of arthritis, 
because it is essentially not a severely progressive or crippling disease. As 
one (9) of us has said: “It is a nuisance, not a calamity.”’ Trauma of occu- 
pation, recreation, or obesity should be eliminated. Physical measures include 
the local applicatron of heat, the use of contrast baths and mild systemic 
heating, if it can be tolerated by the patient, sedative massage, and mild, 
slow, rhythmic exercises to maintain mobility of joints. 

Pain in the shoulder girdle or arm may be caused by pressure on a 
nerve root in association with osteo-arthritis of the cervical part of the spinal 
column. Traction exerted on this part of the spinal column, as described by 
Hanflig (10), has been found valuable for relief of this type. It cannot be 
expected that complete recovery will be obtained in most cases of osteo- 
arthritis, but discomfort and stiffness of joints can usually be controlled by 
a prolonged program of treatment. 

Circulatory Diseases. Peripheral vascular diseases are becoming increas- 
ingly important in medicine, because they are responsible for much pro- 
longed illness and disability among the aged. The presence of occlusive 
arterial disease has already been emphasized herein as an indication for 
extreme caution in the application of physical agents. Several authors 
(11, 12) have reported cases in which severe ulceration or gangrene seemed 
to have been precipitated by misapplied therapeutic measures. The local use 
of heat lamps or short-wave diathermy to the involved extremities is con- 
traindicated when vascular disease is far advanced. Contrast baths are gen- 
erally used, but have been abandoned by Wright (13), who feels that they 
do not always reach the proper level on the extremity and may cause per- 
sistent vasospasm and pain. Sitz baths with the water at a temperature of 
94° F. (34.4° C.), with at least 12 inches of water, are preferred by Wright. 
Reflex vasodilatation of peripheral vessels produced by the local application 
of short-wave diathermy to the lower part of the back has already been men- 
tiomed as a safe and effective procedure. Buerger-Allen active postural exer- 
cises may be of value. 

A great number of mechanical devices have been developed with the 
hope that they would dilate the involved vessels and increase collateral circu- 
lation. Alternating suctien and pressure machines were at first praised 
enthusiastically, but in the light of actual experience have been disappointing 
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to many authors (9, 12, 14). Wright (12) has found such machines useful 
in only a few cases of uncomplicated senescent or diabetic arteriosclerotic 
gangrene. He has advised the production of reflex vasodilatation by means 
of heat applied to some other part of the body in combination with this 
suction and pressure treatment. 

Other devices for improvement of the circulation include the Sanders 
oscillating bed, in which the head of the bed is alternately lowered and raised 
continuously, and the Sheard bed, which differs from the Sanders oscillating 
bed in that the foot of the bed is raised and lowered rapidly and intermit- 
tently. Good clinical results obtained from the use of oscillating beds have 
been reported by several authors (9, 12). Procedures for the production of 
intermittent venous hyperemia were proposed by Collens and Wilensky (15), 
and later in a simple form by de Takats, Hick, and Coulter (16). Use ot 
all the mechanical devices employed for the improvement of peripheral cir- 
culation is contraindicated in the presence of spreading infections or 
thrombophlebitis. 

Neurologic Disturbances. A number of neurologic conditions are greatly 
benefited by physical treatment. In hemiplegia much can be done for the 
early rehabilitation of the patient. Gentle massage and passive exercises can 
be started one week after the onset of the hemiplegia to prevent contrac- 
tures. In the flaccid stage of hemiplegia the use of electric stimulation by 
means of the galvanic current has been advised (6) to prevent atrophy and 
fibrosis of muscles. Use of electrical stimulation also has been suggested in 
flaccid paralysis caused by nerve injury, to help preserve at least part of the 
functional properties of the muscles until normal nerve impulses return. 
As soon as any voluntary power returns, re-education and training of mus- 
cles are started. Exercises for hemiplegia (7) are started for movement and 
control of one joint, then two and more joints, and finally the whole 
extremity. Special emphasis is placed on the development of coordination. 
Walking must be constantly practised, and can be started with the aid of a 
walker. 

OccuPATIONAL THERAPY 

Rehabilitation of patients who have hemiplegia is one of the many 
situations in which occupational therapy is used to great advantage. In the 
application of physical medicine to any condition, however, the value of 
occupational therapy should not be overlooked. Occupational therapy has 
been defined (9) as “any activity, mental or physical, definitely prescribed 
and guided for the distinct purpose of contributing to the hastening of 
recovery from disease or injury and of assisting in the social and institu- 
tional adjustment of individuals requiring long and indefinite periods of 
hospitalization.” The value of this branch of physical medicine in the prac- 
tice of geriatrics cannot be overemphasized: 

It has been pointed out by a great many authors in this field that the 
aim of geriatrics is not only to maintain the function of the various organs 
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but also to help the aging individual in the adjustment of his personality to 
senescent changes. Occupational therapy can be invaluable in keeping up 
the patient’s morale as well as in teaching him to perform worth-while tasks 
in spite of his disabilities. It will help in fulfilling the aim of geriatric medi- 
cine as expressed by Piersol and Bortz (17): “It is for science not only to 
add years to life, but more important, to add life to the years.” 


SUMMARY 


The present shift in our population has furthered the rapid develop- 
ment of the medical field of geriatrics. This development has resulted in a 
more widespread use of physical medicine, because many senescent condi- 
tions respond well to physical treatment. Physical agents must be applied 
with caution, for the senile organism may not tolerate them well. Rheuma- 
toid arthritis and osteo-arthritis, peripheral vascular diseases, and neurologic 
diseases are important indications for the use of physical measures in the 
aged. Occupational therapy should not be neglected. 
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THE MANAGEMENT OF PAIN 
IN THE AGED 


E. M. Papper, mM. p., and E. A. Rovenstine, M.D. 


NExtT to averting death and preventing disease, the most important pre- 
rogative of the physician is annihilation of pain. From the earliest ages 
humanity has recognized this conception of the medical man’s obligation. 
Anesthesia is the outgrowth of this idea. Surgical anesthesia was conceived 
to eliminate the bodily pain associated with surgical operations, and is now 
completing the initial century of its achievements. 

However, the conquest of pain is much broader and much older than 
the production of insensitive tissues for the surgeon’s manipulations. Pain 
resulting from injury and disease, more common than that from surgical 
operations, and often of equal importance to the patient, has been less suc- 
cessfully controlled. 

Until recently the prevailing practice in controlling nonsurgical pain 
has been largely a matter of utilizing opiates. In fact, severe pain and the 
opiates have become so closely related that when the bedside physician re- 
marks, “Give a sixth,” nurses, internes, medical students, and usually the 
patient as well, all know that the sufferer is to receive 0.010 gm. of morphine 
by hypodermic injection. No other drug could be ordered with such security 
by simply mentioning the dose. 

More recently the trend has been toward new methods and a more 
scientific and precise attack on the problem. Intensive studies, completed and 
under way, provide a better understanding of the characteristics of pain, its 
effects on the functional activity of different organs, and the reaction pat- 
tern of the patient to the pain experience. Physical, psychological, and surgi- 
cal methods, as well as the more rational use of new and old drugs, are being 
enlisted increasingly in the conquest of pain. In geriatrics these methods of 
pain control will find a fertile field of application. 

The aged patient’s complaints of pain have too often been neglected. 
There is an erroneous idea that senescent degeneration is regularly accom- 
panied by and accounts for these pains—often none too well defined. Credit- 
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ing the truth of such axioms as “the organs of the aged suffer in silence” 
and underestimating the complaints of pain from old people may deprive 
them of needed therapy. 

It is true that at autopsy we may find extensive lesions of the aged 
patient’s viscera which were asymptomatic during life, but these findings do 
not indicate that the perception of pain was no longer active. Similarly, the 
fact that the brain, cord, and peripheral nerves are undergoing atrophic and 
degenerative changes does not constitute evidence that peripheral receptor 
neurons are nonfunctioning or that painful impulses arising there do not 
reach the sensorium. Finally, the diminished mental function during senes- 
cence or senility does not excuse the dismissal of a complaint of pain for 
which there is no easily defined organic basis. Nor should such a complaint 
be dismissed as of psychic or psychoneurotic origin merely because the signs 
and symptoms do not conform to a recognized pattern of nerve distribution. 
Any pain may be described as a psychic perception initiated by many and 
various stimuli and modified by the higher centers to provide the experience 
of pain. 


APPROACH TO THERAPY 

Though they may require adaptation because of age or the infirmities 
accompanying it, the methods that serve to overcome pain in the aged are 
the same as those used for younger patients. 

It is well recognized that the ideal attack on pain is at its source, and 
that the most satisfactory results are obtained by discovering and eliminat- 
ing the pain stimulus. It does not follow that this approach is always pos- 
sible, though it is regularly attempted in modern practice. 

Recently much emphasis has been given to the elimination of pain by 
interrupting the pain pathways. This result may be accomplished by opera- 
tions directed toward nerve trunks or pain tracts in the cord or brain. 
Though it is unnecessary to describe these highly technical procedures here, 
their possibilities should be familiar to every practitioner who attempts to 
treat intractable pain. 

The temporary or neurolytic interruption of pain pathways by nerve- 
blocking procedures has recently gained more widespread application. Many 
of these procedures find a place in treating pain in the aged, since often 
the surgical procedures indicated prove too extensive or too severe to per- 
mit their use for patients with advanced tissue degeneration. 

Some examples of these procedures may be cited. The cardiac cripple 
with angina pectoris that is not controlled with nitroglycerine may be made 
comparatively comfortable after the cardiac nerves are destroyed with 
alcohol. Such injections have been reported for fairly large numbers of 
patients, and the results indicate their efficacy. Experience in our clinic 
agrees fairly well with that of others. We have come to expect that when 
alcohol is properly placed at the upper five thoracic sympathetic ganglia on 
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the left, or the side of most pain radiation, about two thirds of those 
treated will be almost completely free from anginal pain for several months, 
or even a year or more. Of the others, more than half will experience suffi- 
cient relief to be grateful for the block. 

It must be admitted that failures—for which we have no adequate 
explanation—are still experienced even by those skilled in the manipulation. 
Before recommending or attempting thoracic sympathetic blocks with alco- 
hol, the practitioner should secure the services of an operator, unless he 
himself is skillful in placing the needles. The complications, such as pneu- 
mothorax or subdural injections, are serious. The chemical neuritis that 
may be a sequela of the procedure is unavoidable but self-limited. Similar 
nerve-blocking procedures have been utilized for the relief of pain from 
aortic aneurysm. 

Tic douloureux is another condition seen often in elderly patients who 
may not be considered suitable for intracranial operation on the trigeminal 
ganglion. Alcohol injections of the involved division, frequently the ter- 
minal branch, will usually give complete relief for many months. Such 
blocks can be repeated. In some instances simply injecting procaine solution 
may effect a dramatic cure. Such cures may often be attributed to sugges- 
tion therapy, but, however accomplished, it cannot be denied that they occur. 
There can be no very good excuse for withholding the probable benefits 
from nerve block in tic douloureux if surgery cannot be undertaken or the 
only other alternative is morphine addiction. 

The rheumatic pains of arthritis in the elderly patient are more elusive 
when regional nerve-blocking therapy is attempted. Here, only local anes- 
thetic solutions are useful, and the relief that may be experienced is usually 
only temporary. Frequently, however, such pain, once relieved, does not return 
after the effects of the local anesthetic drug are dissipated. When the pain 
is periarticular, particularly in the soft tissue with muscle spasm, such a 
simple procedure as local anesthetic infiltration may be rewarded with long 
periods of comfort. Vascular spasm, as the source of pain, is relieved tem- 
porarily, and usually permanently, by anesthetizing the appropriate sympa- 
thetic ganglia. 

These sympathetic blocks, now used widely in the therapy of peripheral 
vascular disease, are without serious danger, can be performed with little 
discomfort to the patient, and may be repeated often. Aside from other 
therapeutic benefits, their usefulness in relieving pain commends their fre- 
quent application. Even though pain may be largely the result of arterio- 
sclerotic disease, it has been our experience that not a few patients have 
much relief when sympathetic paralysis is temporarily produced with pro- 
caine injections. There is, of course, a definite need for a nontoxic, longer 
acting anesthetic agent. Such drugs may be available soon. Even now the 
success of bromsalizol in providing prolonged anesthesia of the sympathetic 
pathways is more than encouraging. 
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Many anesthetists, including the authors, have little hesitancy in using 
alcohol to inject sympathetic pathways in selected cases, particularly among 
aged patients in whom any therapeutic manipulation may prove trying. In 
cases of peripheral vascular occlusions and phantom limb pains of the lower 
extremity in which relief is experienced following procaine injections, the 
indication for alcohol is fairly well established. 

In any consideration of nerve blocking for pain therapy in older pa- 
tients, the agony that so often accompanies malignant disease cannot be 
ignored. For these unfortunate sufferers the skillful anesthetist is often 
able to search out with the needle somatic nerve pathways that can be inter- 
rupted with alcohol. Each case becomes a problem unto itself, and nothing 
more than general statements can be made in favor of nerve blocking. In an 
extensive practice, many favorable results will accrue with diligent efforts, 
first with procaine, then with alcohol. In some instances subarachnoid injec- 
tions may be necessary. 


THE Pain THRESHOLD 

If the pain stimulus cannot be removed or its pathway blocked, the 
next logical attempt at relief is to elevate the pain threshold. To do so we 
need drugs that depress the centers in the brain concerned with pain percep- 
tion. Unfortunately, we do not have at our command drugs that serve this 
purpose well without at the same time producing significant untoward effects. 
The analgesics, such as the coal-tar derivatives and the salicylates, do not 
significantly elevate the pain threshold. Reliance must be placed on the 
opiates, alcohol, and, more recently, demerol. 

The opiates have been misused often, partly because of the physician's 
compassion and determination to free the patient from pain, but partly from 
a disregard for the principles underlying their administration. 

The opiates act to raise the pain threshold and at the same time induce 
a lethargic state. Ideally we attempt to administer a dose that will provide 
the first effect with a minimum of the second. This is particularly important 
for elderly patients, who usually respond unfavorably to the undesirable 
effects of the opiates. It should be remembered that in the young adult the 
analgesic action of morphine, for example, is not increased proportionally 
with a dose beyond 15 mg., and that no added effect on the pain threshold 
has been determined with doses beyond 30 mg. Larger quantities may pro- 
duce unconsciousness and thereby abolish pain, but without further eleva- 
tion of the threshold. 

It has been a fairly constant clinical observation that in advancing years 
small amounts of the opiates usually serve to relieve pain. This fact is so 
definitely determined that a physician with the opportunity for extensive 
observation might be able to compile a decreasing dose table for drugs given 
to those past 60, after the fashion of similar tables used in pediatrics. Such 
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a table would be useful if it served no other purpose than to focus attention 
on the efficacy of small amounts of opiates for the aged. 

Other points of interest in prescribing opiates are the curve of intensity 
of threshold raising action and the duration of effect. When morphine is 
given by hypodermic injection the maximum analgesic effect is obtained 
with smaller doses in 30 to 90 minutes, and in one to two hours with larger 
doses. When morphine is administered intravenously this time is reduced 
to 15 to 20 minutes for any dose. The duration of effect is as long as six 
to eight hours with 15 mg. of morphine given subcutaneously, and 50 per 
cent more with 30 mg. It follows, however, that as the analgesic peak is 
slowly reached, and then slowly recedes, a much shorter interval of pain 
relief may be provided, depending upon the intensity of the pain stimulus. 
When morphine is given intravenously the duration of analgesia is shortened 
33 to 50 per cent, because of the immediate detoxification or urinary excre- 
tion. 

When less potent drugs, such as codeine, are used, the analgesic effect 
with the greatest threshold raising dose (60 mg.) is somewhat less than 
half that of morphine, and its duration approximates 90 to 120 minutes. 
Of the more common opium alkaloids, dilaudid is capable of raising the 
pain threshold somewhat higher in about one tenth the dose in comparison 
with morphine, but it is effective for only half as long, or even less. 

Demerol is a synthetic drug which has analgesic properties, together 
with a definite spasmolytic effect. Its analgesic effect is usually expressed as 
being midway between that of morphine and codeine. This general state- 
ment lacks accuracy, since there is considerable individual variation in its 
effects. Because the drug will relax smooth muscle, in contradistinction to 
the spasm that follows morphine, it may be more useful than the opiates 
when vascular spasm is a factor. 

Demerol has a useful place as an analgesic for elderly patients. When 
large amounts (100 mg.) are avoided, the drug produces a minimal effect 
on the rate or depth of breathing and circulatory reactions are absent or of 
little consequence. In a large series of cases studied here, analgesia was 
comparable to that expected from small doses of morphine. When 50 mg. 
of demerol are used, the effect corresponds roughly to 8 mg. of morphine. 
It is recommended that 75 mg. be the maximum dose of demerol for pa- 
tients past 60 years, unless the individual is active and rugged, when 100 mg. 
may be given. 

Demerol has been found useful for the preanesthetic preparation of 
surgical patients. It may be given with atropine or scopolamine in the same 
fashion that these drugs are used with morphine. Similarly, demerol has 
many uses for postoperative pain and should be considered when patients 
cannot be protected from respiratory amd other complications. Those in 
casts or without freedom for positional changes are among the patients 
who may have fewer untoward effects from demerol. 
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REACTION PATTERN TO PAIN 

Recent authors have emphasized the importance to the psychic state of 
the individual of the dissociation of pain perception from the usual pattern 
of reaction. Anxiety, fear, panic, and other. mental states to a large extent 
determine the intensity of the pain sensation. If the patient is not worried 
about the cause of pain or its implications and is not looking for sympathy, 
pain is often tolerated comparatively well, especially by the aged. If there 
is anxiety, however, the patient becomes preoccupied with his condition and 
tolerates pain poorly. Older people who are idle much of the time are prone 
to join the latter group. 

The opiates serve better than any other class of drugs to alter the pat- 
tern of reaction to pain. This effect precedes and is of longer duration than 
their properties of raising the pain threshold. Doses sufficient to stupefy 
the patient are not used. Stupefying a patient—whether accomplished by 
sleep, extreme lethargy, or anesthesia—results in analgesia, to the extent 
that the patient is rendered unable to perceive pain. These states may be 
induced by using large doses of such hypnotics as the barbituric acid deriva- 
tives, which in moderate doses are not analgesic. 

Scopolamine has no effect on the pain threshold, but it does modify 





the reaction pattern by reducing the psychic trauma associated with the 
pain experience. It is most useful in combination with the opiates. Alcohol 
is of value in improving the mood of the individual, as well as for its effect 
on the pain threshold. 

The physician’s attitude always plays a part in determining the pa- 
tient’s reaction to pain and therapy. Much greater success attends the use of 
analgesics when the patient has confidence in the physician and is convinced 
that he is being well cared for. The physician’s reassurance and his enthusi- 
asm for the method of therapy may make all the difference between easy 
and difficult management of pain. 

No mention has been made of the usefulness of many drugs, physical 
manipulations, exercises, physiotherapy, psychology, or psychiatric methods 
in pain therapy. Physiotherapy and psychiatric methods have a definite 
place, and often a major role, in treating pain in the aged. Among the drugs, 
atropine is used in muscle spasm, nitroglycerine in coronary pain, ergota- 
mine in cranial vessel constriction, and salicylates in arthritis. There are 
many others that will occur to every alert physician. 


SUMMARY 
The control of pain in the aged-is a psychological and psychiatric prob- 
lem as well as one requiring a rational use of analgesics and other drugs. 
The therapeutic regime must be planned with due consideration for the 
characteristics of pain and its effects on the functional activity of the organ- 
ism, as well as the reaction pattern of the patient to the pain experience. 
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Removing the peripheral pain stimulus provides the ideal method for 
eliminating pain. Interrupting the pain pathways surgically or by nerve 
blocking is often successful. If pain is to be treated by raising the pain 
threshold, medication should be accurately adjusted in accordance with the 
known pharmacological actions of the drugs prescribed. 


Statistics of Diabetes. 

Herpert H. Marks. New England J. 
Med., 235 :289-94 (Aug. 29), 1946. 
The diabetic population of the coun- 

try continues to increase with the in- 

crease in the population at the older 
ages. Since women outnumber men at 
the older ages and diabetes is more 
prevalent among women, some of the 
increase is accounted for in this way. 

Thus there is a more rapid increase in 

the diabetic population than in the 


general population. The increasing 
longevity of diabetic patients also 


widens the margin between the number 
of new diabetic patients discovered 
each year and the number dying each 
year. The estimated number of new 
cases is 50 to 75 thousand a year. 

The sex ratio of the diabetic popu- 
lation in 1940 was 10 diabetic males 
to 16 diabetic females. In childhood 
and young adulthood the incidence is 
about the same for both sexes. Between 
30 and 80 there is a sharp sex diver- 
gence. The maximum difference occurs 
between 45 and 65, when the rate for 
females is about double that for males. 
There is some doubt whether this sex 
difference obtains in extreme old age, 
though, in view of the greater number 
of old women in the general popula- 
tion, aged diabetic women far outnum- 
ber aged diabetic men. 

In both sexes there is a steady in- 
crease in diabetes with age, to a maxi- 
mum in the early 70s. In the early 70s 


somewhat over 1.5 per cent of males 
and about 2.5 per cent of females were 
found to be diabetic. National data 
for 1943 show diabetes to rank eighth 
among causes of death and seventh 
among diseases. Among white women 
over 45 it ranked fifth in causes of 
death and caused three times as many 
deaths as did tuberculosis. 

Analysis of data for 1923-43 (United 
States) shows substantial decreases in 
death rates at every age up to 55 among 
white persons of both sexes. Only 
among older persons did the death rate 
increase. The decline extends to age 
45; marked increases in the death rate 
from diabetes are closely limited to age 
65 and over. In every group the high- 
est death rate is in cities of 100,000 
and over. At most ages up to 55 Ne- 
groes have appreciably higher rates 
than whites. After 55 the situation is 
reversed ; among older people the rates 
for whites are double, or even more, 
those for Negroes. 

Paradoxically, as the death rate from 
diabetes has increased, diabetic pa- 
tients have shown steady gains in lon- 
gevity, though the gain is progressively 
smaller with increasing age. 

According to the latest (prewar) 
figures available, increase in diabetes 
death rates was almost a world-wide 
phenomenon. As in this country, the 
upward trend of the death rate at all 
ages combined reflects the increase in 
rates at the later ages of life. 




















A GERIATRIC SERVICE IN A 
GENERAL HOSPITAL 


Trevor H. Howell, m.r.c.p. ED. 


OLD AGE has been a subject of interest to doctors ever since the dawn of 
medical history. Many famous men have studied methods of prolonging 
life and have written books describing them. Nevertheless, the practical 
care of old people has been grievously neglected and the state of patients 
in “chronic and senile” hospitals has been deplorable. This fact was em- 
phasized time and again in reports of the recent Ministry of Health Hos- 
pital Survey in Great Britain. 

Today, for the first time, we recognize that the aged need special 
medical attention. The question of geriatric clinics is an empty one no 
longer. As physicians grow more interested in this subject some of the 
hospital wards with old people in their beds are developing into active 
medical units, instead of remaining stagnant backwaters. 

Such an awakening raises new problems, not only of pathology, diag- 
nosis, and treatment, but also of organization and administration. Let us 
therefore consider a few of the matters concerned with the institution of 
a geriatric service in a hospital. 

We must first face the issue of whether to segregate old folk or to 
treat them in general hospitals. Certain specialties, notably neurology, have 
flourished best in special hospitals. But a parallel cannot properly be drawn 
with diseases of old age, since neurology is concerned with a small number 
of pathological states only, while geriatrics embraces almost every medical 
and surgical disorder known to mankind. Physician, surgeon, gynecologist, 
orthopedist, and dermatologist may all find interest among the diseases 
of the senium. A single case often requires the services of several special- 
ists to obtain complete diagnosis and effective treatment. It therefore fol- 
lows that a general hospital is the right place in which to have a service 
of geriatrics. 

It is notable that the most advanced center in England for the care 
of the aged is in a general hospital in which one of the physicians takes 
pride in the work of the senile wards. No institution solely devoted to 
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the aged can show comparable results. Too often such institutions grow 
dull and medically lifeless. Doctors and nursing staff eventually become 
uninterested and lacking in skill. It is widely felt that the road to success 
and promotion does not pass that way. In future we must avoid this 
atmosphere of depression by treating our old people in well-equipped gen- 
eral hospitals, pervaded with a spirit of activity and purpose. 

To organize a complete service it will be necessary to have both out- 
patient clinics and wards devoted to the needs of the elderly. Both will be 
predominantly medical in scope, but the opinion of a surgeon and an 
orthopedist must be readily available. The statement “Come back on 
Thursday to see another doctor” should never be heard in such a clinic. 
One visit to hospital is a big upheaval in an old person’s life. If he is “put 
off” the first time he may not care to come back agaia, and the chance 
of helping him may be lost. X-rays and electrscardiograms should be 
readily available. Apart from any special forms of treatment that may be 
needed, the geriatric specialist should be in a position either to admit a 
patient or to refer him back to his family doctor after two attendances. 
Great numbers of patients should not be encouraged at a clinic of this 
sort. If a patient needs prolonged investigation he should be taken into 
hospital and not required to attend as an out-patient. It was found at 
the Royal Hospital, Chelsea, that when old men were admitted early for 
investigation and treatment the results were far better than when they 
were kept as out-patients as long as possible. 

As for nursing wards for old people, some attempt should be made to 
decorate them attractively. Light colors, bright patterns, and gay curtains 
act on the minds of both patients and visitors. If visitors find their 
relatives cheerful and in comfortable surroundings, they will themselves 
become both encouraged and encouraging. When patients feel that they are 
being treated as human beings and not as “chronics”’ they will develop a 
positive bias toward recovery which may surprise everybody. In this way a 
benign circle can be started that will raise the morale of everyone in the 
hospital. 

It is also advisable to sort out and segregate certain types of cases. 
For example, it is better to keep incontinent patients together, rather than 
scattered through several wards. In this way the heaviest cases can be 
allowed the extra staff necessary to cope with them properly. Also the 
demands for draw sheets and other linen can be predicted in advance. 
Regular bedpan rounds and visits to the lavatory can be organized as a 
routine for the whole ward, so that no patient is overlooked. At the other 
end of the scale, it is convenient to have ambulant and convalescent patients 
together. The serving of meals is thereby rendered easier, and so is the 
matter of bathing. Such cases can often help a trifle in the ward and 
need little supervision as a rule. 

With the top and bottom of the nursing ladder thus secured, the 
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intermediate stages can be arranged as desired. There is much to be said 
against keeping all cardiac, bronchitic, or gastric patients together. In a 
mixed ward the sight of people getting up, walking about, going to special 
departments for treatment, and passing on to the convalescent stage stimu- 
lates an old man or woman and gives an incentive toward recovery. The 
sight of some activity or a move to fresh surroundings usually arouses 
interest and leads to co-operation. For similar reasons a concert, a drive in 
a car, or a visit to the cinema are beneficial to those who can enjoy them. 
Monotony and boredom are enemies of the elderly. If they are eliminated, 
recovery and rejuvenation become easier. 

It is important for the nursing staff of such a center to alternate 
between acute medical or surgical wards and the geriatric block. It has 
been found that those who do nothing but look after old people for long 
periods tend to lose their enthusiasm and become stale. As nursing old 
folk is the most arduous and least gratifying of work, a change of duty 
periodically is beneficial to both nurse and patient. It is usually reckoned 
that seven nurses are required for thirty-five or forty beds, if allowance 
is made for off-duty. To lessen the strain on these nurses imposed by heavy 
lifting and so on, it is well to employ nursing orderlies. This provision is 
especially important in male wards, where such personnel can help with 
washing and bathing patients, bed-making, cleaning, and feeding, as well 
as taking patients to the lavatory. The incontinent wards especially need 
their services. 

Of course, not every nurse is suited to the care of old people, but such 
duty should be considered part of the ordinary routine, and no stigma 
should be allowed to attach to it. Unsuitable or unsympathetic staff can 
always be transferred to other parts of the hospital if necessary. Once a 
senior nurse is found to have an aptitude for this type of work, she should 
be given every encouragement. If the best results are to be obtained it is 
essential to have the right person in charge of those who look after 
the old people. 

It is advisable to have an experienced physician in charge of the 
medical staff of the geriatric unit. Special knowledge of cardiology, neurol- 
ogy, and rheumatic disease is desirable for the man who holds this posi- 
tion. A surgeon, an orthopedist, and a specialist in physical medicine 
should work in close co-operation with the physician in charge, and make 
frequent visits to the wards. In this way slight changes of condition will 
be noted in time for effective therapy to be instituted. Prompt treatment 
is very important for the aged, who can rapidly slip beyond the reach 
of therapy unless prompt measures are taken. 

In allocating the number of beds to each doctor, it is considered that 
one hundred senile cases are enough to assign to any man if he is to 
know each patient by name and attend personally to some part of his 
treatment. If research or complex courses of rehabilitation are in opera- 
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tion, this number may be too great. There is no reason against combining 
geriatric work with other medical duties; in fact, it adds interest to the 
physician’s round. 

In the past there has been a tendency to put the aged under the care 
of young and inexperienced doctors. This practice is to be deprecated. It 
takes some years of experience to distinguish the apparently trivial signs 
that differentiate the old man who is merely sorry for himself from the 
patient who is starting to go downhill. Such work, requiring experience, 
special knowledge, and careful observation, is not for a novice. No doctor 
can ever know enough to treat his aged patients properly. 

There is no reason why a woman should not excel as a geriatric physi- 
cian. Although some old men prefer a doctor of their own sex, female 
patients often have greater confidence in the patience and sympathy of 
another woman. The important thing is to show kindliness and a determi- 
nation to do everything possible for the well-being and comfort of the old 
people for whom one is caring. It is essential to avoid an austere, imper- 
sonal atmosphere and to establish human relationships with the patients as 
soon as possible. The aged can develop great faith in a doctor—a faith that 
may make all the difference to their recovery. These remarks apply to the 
nursing staff as well, for they unconsciously take their cue from the phy- 
sician. If he is perfunctory, their interest in the old people will flag; if he 
is thorough and careful about details of treatment, their attentions will be 
the more assiduous. 

Special attention should be given the work of the physiotherapy depart- 
ment. Its director should work in close collaboration with the staff of the 
geriatric unit. Apart from the usual masseuses, it is well to employ someone 
to give instruction in occupational therapy. Handicraft work of all kinds 
should be encouraged, for it is surprising what skill and talent lie hidden 
in old people. The exercise of their talents will do much to restore their 
self-respect and morale, and besides causing mental and physical improve- 
ment, the patient’s work can be sold to visitors or the general public, and 
thus benefit his pocket as well. Elaborate equipment is not needed for the 
treatment of elderly persons, but considerable perseverance is essential: 
Courses of therapy may go on for months with planned remissions, as in 
cases of arthritis, for example. 

It is important that the progress of such patients be reviewed peri- 
odically by the director of physiotherapy in consultation with other doctors 
in charge of the case. Otherwise much time will be wasted in ineffective 
treatment. Breathing exercises also fall under this department. The improve- 
ment they can bring about in cases of bronchitis and asthma is something 
that should never be denied the aged. In fact, the physiotherapy section can 
contribute more to the rehabilitation of old people than most physicians 
realize. The great thing is to give it every chance to do so early. 
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In a geriatric service in a general hospital, similar to that outlined 
above, it has been found that the rate of recoveries rose and the percentage 
of deaths fell, as compared with those existing before the reorganization 
took place. It is now reckoned that about 30 per cent of all admissions will 
die shortly in spite of all treatment, 40 per cent will recover completely or 
partially, and the remainder will undergo little change. This state of things 
seems better than that which exists in hospitals dealing only with the aged 
and chronic sick. The latter rarely send patients back to their homes; the 
former take discharges and recoveries as commonplace. Even better results 
could be obtained if it were possible to follow up all discharged patients in 
their homes. But this thought invades the territory of social medicine and 
is outside the scope of the present article. However, an example has been 

















set for all to follow. Let us go forward to improve upon it. 


Nutrition in the Aged. 

Jacop Meyer, HArrIeT Sorter, and 
Henry NECHELES. Gastroenterol- 
ogy, 5:398-403 (Nov.), 1945. 

It can be assumed that energy re- 
quirements are diminished in elderly 
people, since there is a definite drop 
in the average rate of basal metabolism 
with age, the decline being more rapid 
in the male than in the female sex; 
however, there is a great deal of vari- 
ation in old people, probably depend- 
ing on the degree of senility. As a rule 
a decrease of 10 per cent in caloric in- 
take is found in older persons aged 60 
to 75 and over. It is significant that, 
irrespective of the caloric intake, the 
aged may show either practically nor- 
mal or poor nutrition. 

Such factors as the dehydration of 
the aged and the intimate relation of 
the endocrines to dehydration may be 
of major importance in nutrition, and 
they may help to determine the utili- 


zation of food. This is_ particularly 
true regarding metabolism and vita- 
mins. Delayed absorption in the aged 
may be one link in this chain. Studies 
indicate that the digestive secretions 
of the aged are adequate for the di- 
gestion of the normal diet. However, 
following the discovery that pancreatic 
lipase is diminished in the aged it was 
found that blood lipase was also con- 
siderably decreased. Fat metabolism is 
depressed in senescence, and this fac- 
tor may be responsible for the changes 
reported in the fat of old people. 

A diet for the aged is recommended 
which approximates the normal adult 
diet, except that the vitamin B intake 
is increased. The nutritive value of the 
diet may be enhanced by giving con- 
sideration to such factors as consisten- 
cy of food, size of meals, frequency of 
feeding, and liquid contents of the 
diet, as well as the food tradition of 
the old people concerned. 


NO GRADUAL DECLINE 
“Growing old is no gradual decline, but a series of tumbles, full of sorrow, 


from one ledge to another. Yet when we pick ourselves up we find that our bones 
are not broken; while not unpleasing is the new terrace which lies unexplored 


before us.” 


“The denunciation of the young is a necessary part of the hygiene of older 
people, and greatly assists the circulation of their blood.”—LoGAN PEARSALL 


Situ, in All Trivia (New York: 


Harcourt, Brace, 1946). 








THE MANAGEMENT OF CARCINOMA 
OF THE PROSTATE 


Louis H. Baretz, M.D., F.A.C.S. 


ALONG with increasing attention to malignancies in general, carcinoma of 
the prostate, the béte noir of urology, has in the past few years become of 
increasing interest to the profession, and to the urologist in particular. The 
work of Huggins in 1941 aroused the enthusiasm of both laboratory worker 
and clinician, so that today a paper with the present title bears little resem- 
blance to a similar report of ten years ago. 


OccURRENCE 

Many investigators have reported on the astounding frequency of this 
disease in men over 60. Wilson and McGrath, in a series of 468 prostates 
removed for benign hypertrophy, found 73 (15.5 per cent) reported by the 
pathologist as bearing malignant cells as well as benign cells of hyperplasia. 

Moore examined 252 prostates from men who died at ages from 41 to 
90, and found 20 per cent malignant. 

Paloma, in reporting a series of 276 cases of carcinoma of the prostate 
in January 1945, stated that 20 per cent were in prostates removed for 
benign hypertrophy. 

Quinland, in a series of 188 pathological prostates studied at post 
mortem, from men who had died of various diseases, found that 18 per 
cent were carcinomatous. 

Young states that 20 per cent of all men over 60 will have symptoms 
due to prostatic disease. Of these, 20 per cent will be malignant. That is, 
one out of every twenty-five men who live to be over 60, or 4 per cent, will 
have carcinoma of the prostate. 

Just what is the practical significance of these alarming statistics? The 
pathological reports were made after careful serial sections through the 
posterior portion of the gland, where nests of carcinomatous cells are often 
found. These prostates were the seat of carcinomatous change, innocently 
secluded in the gland, and gave no evidence of malignancy, locally or other- 
wise, during life. 


Reap before the Third Annual Meeting, American Geriatrics Society, New York, June 13, 
1946. 
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Accordingly, Young’s figures of one man out of twenty-five develop- 
ing carcinoma of the prostate after the age of 60, although reliable histo- 
logically and justifiably reported as such by the pathologist, may be of little 
clinical significance. 

However, actual clinical carcinoma of the prostate is frequently seen 
today. Our diagnostic methods have improved severalfold, and the general 
practitioner is alert to the prevalence of the disease. 


PATHOLOGY 

In 75 per cent of all cases carcinoma of the prostate originates in the 
posterior lobe, or posterior lamella, and can thus be palpated by rectal exami- 
nation, early in some cases. In the remaining 25 per cent it may arise in any 
other part of the gland and be buried in areas of adenomatous hypertrophy. 
The process gradually extends through the gland to penetrate the capsule. 
Then, via perineural lymphatics and the blood stream, it will metastasize 
to the spine, the pelvic bones, the lungs, and the liver. Invasion of the 
seminal vesicles and the bladder is a late manifestation, as is the spread to 
the rectum. 

The common type of carcinoma of the prostate is adenocarcinoma, but 
scirrhous and squamous cell types also occur. 

In 1936 Gutman and his co-workers found that bones, the site of 
prostatic carcinoma metastases, contained acid phosphatase, as well as alka- 
line phosphatase. He showed that acid phosphatase was present in both the 
normal prostate and the hyperplastic prostate and increased in the malignant 
prostate. A phosphatase is an enzyme that splits organic phosphorus com- 
pounds to give free phosphatic ions. Phosphatases differ in the acidity and 
alkalinity in which they show their maximum activity, and hence are known 
as alkaline or acid. Hence the serum acid phosphatase, or amount of this 
enzyme in the blood sertim, is an assay as well as a diagnostic test of car- 
cinoma of the prostate with metastases. 

In 1941 Huggins, in an ingenious series of animal experiments, showed 
that administration of androgens stimulated the flow of prostatic fluid and 
estrogens put an end to the flow; also that androgens caused a hyperplasia 
of the epithelial cells of the prostate and estrogens caused a return to nor- 
mal. On this basis he stated that an imbalance between the male and female 
sex hormones is the stimulus which causes the dissemination of prostatic 
carcinoma. Activity of the neoplasm is increased by androgen injection and 
decreased by excising the testis, i.e., by orchiectomy, or by estrogen injec- 
tions. ; 

Treatments by orchiectomy and injection quickly followed upon this 
astounding revelation, with results that were at times phenomenal. 


DIAGNOSIS 


Diagnosis of early carcinoma of the prostate, before it has spread out- 
side the confines of the gland, is difficult and rare. The condition is usually 








434 GERIATRICS 


symptomless, and by the time such symptoms as frequency, hematuria, or 
bone pain have appeared the pathological process has advanced too far for 
a complete cure by radical prostatectomy, as advocated by Young. 

Nevertheless, we urge the family doctor to examine the prostate care- 
fully in every patient over 50, as part and parcel of the routine physical 
examination. Only in this way can more early cases be discovered. 

1. In 90 per cent of cases the diagnosis is made by digital examination. 
The gland may vary from slight to gross enlargement. It may coexist with 
benign hypertrophy. A small, hard prostate in men over 50 suggests car- 
cinoma. This is axiomatic. Changes in consistency—varying from firmness 
to stony hardness, localized or diffuse hard nodules, irregularity, fixity to 
the surrounding tissues, asymmetry, and extension to the vesicles—are all 
suggestive of carcinoma. By palpation, according to Henline, the character- 
istic rounded feel of the prostate is observed to be abruptly broken by a 
hard area that gives the impression of a square edge. Fibrosis of the prostate 
is less hard. Calculi of the prostate will often crepitate on palpation, and 
may be visualized by X-ray. 

2. Some carcinomata cannot be felt by rectum. Cystoscopic aid, as well 
as cysto-urethrography, may then be of value. 

3. Where there is some doubt of malignancy, transurethral resection 
of the prostate for relief of obstruction will simultaneously provide biopsy 
material for a pathological report. 

4. Aspiration biopsy is not reliable because of the difficulty of obtain- 
ing tissue from the tumor-bearing area alone. The only accurate method of 
obtaining tissue is surgical exposure of the prostate perineally and actual 
excision of tissue suspected to be malignant. 

5. The presence of metastases, as shown by X-rays of the spine and 
pelvis, is of course diagnostic. The usual urological film should not be 
relied upon; special roentgenologic technique for bone pathology is pref- 
erable. It may be difficult to distinguish the bone changes in prostatic car- 
cinoma from those of Paget’s disease of bone. In prostatic carcinoma the 
bone changes are usually of a spotty nature, with increased density, decreased 
density, or both, whereas in Paget’s disease there is an increase of coarse 
trabeculations, bowing, and deformity. 

6. When the serum acid phosphatase is elevated we have a reliable 
indication of bone metastases. When it is normal we may have a “false 
negative,” and the result should not be relied upon. A high acid phosphatase 
is also an index of the progress of bone metastases. In Paget’s disease the 
alkaline phosphatase is usually high—an indication of bone activity—and 
the acid phosphatase is normal. 





SYMPTOMS 
As already noted, early carcinoma gives no symptoms. It is only when 
the pathological process has fully developed or extended through the capsule 
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that the patient presents himself to the doctor with complaints. There is often 
frequency, urgency, difficult urination, and hematuria, similar to the symp- 
tomatology of benign prostatic hypertrophy. Pain in the lower spine and 
pelvis, with radiation to the thigh, is suggestive of metastases. Perineal 
pain suggests spreading malignancy. Pains in the rectum and groin are late 
symptoms. Anemia, loss of weight, and increasing cachexia go along with 


advanced carcinoma. 
TREATMENT 


For early cases it is generally recognized that the ideal treatment is a 
so-called radical prostatectomy, as described by Young. In this procedure 
the operation, performed perineally, removes the entire gland, capsule, and 
seminal vesicles, as well as a portion of the posterior urethra. Even the 
advocates of this operation advise that complete excision is possible in only 
the small number of cases in which diagnosis is sufficiently early. One can 
never be certain, even after palpation of a supposedly early carcinoma, that 
the lesion has not already advanced beyond the prostatic confines. 

Obstructive tissues must first be treated to give the patient relief of 
urination. This may be accomplished by transurethral resection, or, if neces- 
sary, by suprapubic cystostomy. 

In 1941 Munger resected his cases transurethrally and, in addition, 
irradiated the prostate and spine areas in a field including the testes. In a 
few controls in which the testes were not included the results were less satis- 
factory. Supervoltage radiation was employed. However, it has been shown 
in animals that complete destruction of the interstitial tissue of the testis 
cannot be accomplished by X-ray. Most carcinomata of the prostate are 
adenocarcinomata, resistant to X-ray. Lewis has not been impressed with 
the X-ray as a therapeutic weapon in prostatic carcinoma. In the experience 
of Bumpus, radium seeds to the prostate via the perineum were of no value. 
Barringer feels that deep therapy is of little avail. Advocates of irradiation 
admit that the majority of tumors of the prostate are radioresistant and 
that this type of treatment may result in damage to the bladder, ureters, or 
bowel. ~ 

Castration, estrogen therapy, or both, together with transurethral resec- 
tion of the obstructive prostate, is now generally recognized as the method 
of choice in the treatment of carcinoma of the prostate. In a summary of 
340 cases treated at the Los Angeles County Hospital, Crane and Rosen- 
bloom reported in 1945 an interesting series, some treated with estrogens 
alone, some with orchiectomy alone, some in combination with resection, and 
in other combinations. They summarized by advocating resection plus 
endocrine therapy. 

Stilbestrol may act through the pituitary glands or directly upon the 
gonads or the cell metabolism; or its activity may depend upon a change of 
the androgen-estrogen balance. We do not know definitely what the mode of 
action is. The average dose is 1 to 2 mg. daily; later, if necessary, as much 
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as 5 mg. daily may be given to control malignant recurrence. With the 
estrogen, the improvement, according to most reports, is as great as that 
following castration, though somewhat slower. This result agrees with my 
own. Some reactions to stilbestrol are nausea and cramps or pain in the 
nipples. The drug may be stopped for short periods if these symptoms 
persist. 

With respect to orchiectomy, I prefer the subtunical type, in which the 
cord, epididymis, and tunica albuginea of the testis are all left in situ and 
the testicular tissue is shelled out with great ease. The procedure is simple, 
rapid, and void of possible psychic shock to the patient from the known loss 
of his testes. 

In the Journal of Urology for February 1945, A. M. Meads reports 
the answers to a questionnaire concerning the preferences of treatment for 
prostatic carcinoma, particularly as to indications for bilateral orchiectomy, 
submitted to one hundred members of the American Urological Association. 
Of the 78 members who replied, 70 favored orchiectomy ; but 47 of the 70 
preferred to begin treatment by giving estrogen by mouth and to do orchi- 
ectomy subsequently if the estrogens failed to relieve the symptoms; 23 of 
the 70 performed the operation at once. 

McCarthy said: ‘Deal with a carcinoma like a rattlesnake, and hit with 
both barrels, estrogens, orchiectomy, and transurethral resection if neces- 
sary.” 

Huggins said: “I still believe that orchiectomy is superior to endocrine 
therapy. Occasionally we do a radical prostatectomy where the lesion is 
small enough, but this happens only once in a blue moon in Chicago.” 

Young advised: “If the carcinoma is confined to the prostate do the 
radical operation to cure. If too extensive, stilbestrol in doses of 5 mg. per 
day; when this fails, orchiectomy.” 

Braasch and Thompson wait for metastases before subjecting the 
patient to an orchiectomy; Nesbit, Howard, and Thomas likewise. 


. 


PROGNOSIS 
A bedridden, discouraged patient who is suffering intense pain may be 
converted into an ambulatory man who becomes self-supporting and gains 
25 pounds or more in weight, with improvement in color, energy, and well- 
being. Some patients have lived three to three and a half years with constant 
therapy, and at last report are still alive. Several have demonstrable metas- 
tases to the bones of the spine and pelvis or lung and are nevertheless com- 
fortabie. Many of these metastases have receded or remained unchanged 
with treatment. The prostate itself often becomes smaller and softer and is 
hardly recognizable as the firm, fixed prostate examined before therapy. 
Many void well, even without transurethral resection. 
The prognosis on the whole is grave. All the methods described are 
palliative, with the exception of complete or radical prostatectomy in early 
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cases. Eventually the patient succumbs to an intercurrent disease or to the 
spread of metastases which are unrelieved by further therapy. 


SUMMARY 
1. The only possibility of a complete cure of carcinoma of the prostate 
is a radical prostatectomy, which is feasible only when the disease is diag- 
nosed early and before metastasis takes place. Unfortunately, these cases 
are rare. The family doctor should make every atempt to diagnose the disease 
by rectal palpation before symptoms occur—that is, during his routine physi- 








cal examination. 


2. Irradiation treatment for carcinoma of the prostate is in general no 


longer considered advisable. 


3. When resection is not feasible the obstructive prostatic tissue must 
be relieved by transurethral resection or cystostomy and drainage. 

4. The accepted methods of therapy today in most clinics are estrogens 
by mouth, followed by bilateral orchiectomy when symptoms become pro- 
gressive. Some urologists do orchiectomy first, to give the patient more 


rapid relief of symptoms. 


5. The subtunical method of orchiectomy avoids psychic shock to the 


patient. 


6. The results are palliative only, but the patient may live two to three 
years in complete comfort with continuous therapy. 


Some Observations on Carcinoma 
of the Prostate Treated with 
Oestrogens, as Demonstrated by 
Serial Biopsies. 

J. D. Fercuson and W. Pacet. (Cen- 
tral Middlesex County Hospital.) 
Brit. J. Surg., 33:122-30 (Oct.), 
1945, 

An attempt has been made to cor- 
relate the histological findings in serial 
perurethral biopsies of carcinomatous 
prostatic tissue with the clinical im- 
provement noted during prolonged 
estrogen therapy. 

Mention is made of the mode of 
selection of cases and attention is 
drawn to certain features that 
render repeated examination imprac- 
ticable. 

The importance of comprehensive 
clinical, biochemical, and radiographic 
records as an index of the estrogenic 
response is stressed ; and a description 


may | 


is given of the method by which the 
biopsy material was obtained. Carci- 
nomatous prostatic tissue, removed at 
intervals varying from six months to 
two and a half years from five patients 
receiving estrogens, was examined 
histologically. Microscopical changes 
showing a diminution in number and 
size of the tumor units, together with 
cytological changes, including a reduc- 
tion in the nuclear diameter, were ob- 
served in the later material. 

The value of acid serum phosphatase 
estimation in assessing the course of 
the disease is reported, and mention 
is made of a case (patient aged 71) 
in which phosphatase was demon- 
strated in glandular metastases. 

Of the five cases described (the 
patients were between 60 and 75 years 
old), four were treated with stilbes- 
trol and one with dienestrol. 

2 tables, 12 figures. 








OPHTHALMOSCOPIC DIFFERENTIATION 
OF ARTERIOLAR SCLEROSIS: 
HYPERTENSIVE AND ATHEROMATOUS 


Ferdinand L. P. Koch, m.p. 


AGING processes in the retinal vasculature, whether attributable to de- 
monstrable systemic causes or to normally anticipated tissue senescence, are 
readily observable ophthalmoscopically if the media have not been too much 
altered by disease or trauma. The importance of this fact is readily appre- 
ciated when we consider the increase of three million in the number of per- 
sons over 65 years of age in the American population during the past decade. 
The majority of elderly persons experience vascular symptoms and associated 
conditions which in many instances require treatment. 

Knowledgable ophthalmoscopy will aid appreciably in determining the 
appropriate therapeutic measures to be administered, not only for the vas- . 
cular condition, but for the psyche as well. It is desirable, therefore, to be 
conversant with a clinical classification of vascular disease from the ophthal- 
moscopic point of view and with the appropriate terminology. 

Like other fields of medicine, ophthalmology still retains the use of 
certain confusing and anachronistic terms. These terms derive from the 
sarliest days of clinical examination of the interior of the living eye, when 
cardiovascular-renal disease had not yet been differentiated into the various 
entities as they are known today. 

One such descriptive term, “tortuosity,” still remains in use, although 
it was introduced in the days of indirect ophthalmoscopy—a technique that 
gives a view of a large area of the ocular fundus and results in exaggera- 
tion of normal vascular undulatoriness by minifying or condensing long 
segments of observable vessels. “Albuminuric retinitis’ is another obsoles- 
cent phrase used erroneously today. It once signified the existence of angio- 
spastic retinitis in the period before the differentiation of hypertensive 





disease due to renal or other causes. 
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Moreover, not all clinicians employ the term “sclerosis” with accuracy 
when applying it to vascular changes. It is more precise, when discussing 
angiosclerosis, to distinguish between arteriosclerosis, arteriolar sclerosis, 
and atherosclerosis. Atherosclerosis is observable ophthalmoscopically and 
in the laboratory, and in arteries as well as in arterioles. And it is more 
important that major attention be directed to the status of the arterioles 
than to the veins when examining the eyegrounds. To do so is somewhat 
difficult, however, because the veins are more easily seen, stand out in greater 
contrast, and are less likely to exhibit minute alterations of appearance. How- 
ever, minute and detailed study of the arterioles, branch by branch and seg- 
ment by segment, will be rewarded by increasing knowledge of the underly- 
ing physiologic dynamism responsible for normal vascular physiology and 
its abnormal manifestations, even to the point of pathologic alterations. 

The very number of classifications of vascular disease testifies to our 
broad but incomplete knowledge of this subject. Our modern concepts of 
essential hypertension, for example, have their origins in the Guy’s Hospital 
Reports of Richard Bright, more than one hundred years ago. The many 
contributions made since that time have culminated at intervals in a crystal- 
lization of thought which led to the successive recognition of various phases 
and entities of diseases of parts or the whole of the vascular system. It is 
probable that the establishment of the concept of systemic hypertensive dis- 
ease as a morbid process of and in the arterioles was equally important in 
accelerating our recognition of numerous other interrelated phases of vascu- 
lar disease. The crux of the problem appears to be that in many instances it 
is very difficult to determine whether the process under observation is a 
single one or is composed of many factors. Actually, unless the patient suc- 
cumbs to the first, and usually acute, episode, several factors ultimately 
become manifest. This complex condition is often encountered in persons 
who exhibit atheromatous changes ophthalmoscopically superimposed on 
manifest pre-existing systemic hypertensive disease. The reverse situation 
also may be found, although it is less commonly encountered; and diabetes 
mellitus, atherosclerosis, and arteriolar sclerosis may coexist. 

Classification of atheromatous disease as such with regard to the eye- 
grounds is not necessary if the term “arteriosclerosis” is used as a synonym 
—in the sense of accepting the premise of atherosclerosis resulting from an 
excess of lipoids in the blood sequential to disturbance of lipocaic production. 

However, in their classification of vascular fundus diseases Gifford 
and MacPherson have included, as their groups I and II, retinal arterio- 
sclerosis and retinal arteriosclerosis with retinopathy, respectively. Their 
groups III, IV, and V are designated, respectively, diffuse retinal arteriolar 
constriction, diffuse retinal arteriolar constriction with retinopathy, and dif- 
fuse retinal arteriolar constriction with neuroretinopathy. 

Clay and Baird have not succeeded in clarifying this confusion with 
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their classification. Although they offer only four major groups, each of 
these groups has one or more subgroups. Their four main headings are 
termed angiospastic hypertension, essential benign hypertension, malignant 
hypertension, and nephritis with hypertension. The first subgroup under 
the major heading of essential benign hypertension may also be used to 
designate the milder arteriosclerotic changes that, more accurately, should 
be interpreted as atheromatous in character. 

The most useful classification, from the ophthalmoscopic as well as 
the systemic clinical point of view, is that proposed by Wagener and Keith. 
These authors employ a numerical grading system of 1 to 4 in describing 
the intensity and degree of deviations from the normal with regard to 
smooth attenuation of arteriolar caliber, focal or superimposed localized 
arteriolar constrictions (so-called nicking), arteriolar sclerosis, and presence 
of exudates and hemorrhages. These numerical gradings correspond to the 
adjectives mild, moderate, marked, and severe. The gradings thus applied 
aid appreciably in determining the prognosis within each group, and are 
designated as I, II, III, and IV. 

Ophthalmoscopically, patients classified as group I exhibit smooth and 
uniform attenuation of arteriolar caliber, with little if any arteriolar sclerosis. 
Those in group II uniformly reveal some degree of arteriolar sclerosis, to- 
gether with narrowing or attenuation of caliber, but also may exhibit focal 
constrictions. Varying degrees of narrowing and sclerosis will be present 
in group III, in association with cotton wool exudates and hypertensive 
hemorrhages of varying types. In group IV papilledema will have been added 
to all the findings observed in the preceding group. 

This classification permits the concept that, while all patients do not 
tun the entire gamut from group I through group IV to exitus, the patient 
may experience relapses or remissions that will permit reclassification with 
regard to prognosis and life expectancy, as well as changes in treatment, 
from time to time. No patient, however, can be reclassified as group I once 
the irreversible organic changes of development of vascular sclerosis have 
appeared. Nor is it common for patients who have been classified as group 
IV to become readily reclassifiable into group III or II, since IV is malignant 
hypertension and constitutes, whether a primary or secondary episode, ful- 
minating vasospastic disease. Hypertensive toxemias of pregnancy may 
progress to group IV, although, with recovery, reclassification fortunately 
may be made. It is in the so-called chronic benign hypertensive patients, who 
may be classifiable as group II when they first come to the attention of the 
physician, that the earliest atheromatous changes become identifiable as 
superimposed on the pre-existing arteriolar hypertension. 

These manifestations of atheromatosis range from minimal mildness 
to the marked severity that is recognized as apoplectic, whether occurring 
in the retina, the brain, or any other viscus. It is incumbent upon the observer 
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to distinguish, from a prognostic point of view, between vascular changes 
sequential primarily to hypertensive disease and atheromatous changes, or 
both. In the main, the more manifest the findings of chronicity, the greater 
the indication that the patient’s resistance to death is average, or better than 


average. 
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Continuous caudal anesthesia re- 


duced the blood pressure to normal in 
42 of 60 hypertensive patients given 
this test. Eight patients showed a mod- 
erate fall of blood pressure, but re- 
mained hypertensive even at relatively 
high levels of anesthesia. Ten patients 
showed slight or no response to the 
test. 

Observations of the response of the 
blood pressure to continuous caudal 
anesthesia were used to predict the 
probable outcome of surgical sympa- 
thectomy in 12 hypertensive patients. 
The results were accurately forecast in 
11 of the 12 instances. Other tests were 
found to be unreliable when employed 
for this purpose. 

Therefore, continuous caudal anes- 
thesia may be of value in the selection 
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of hypertensive patients for sympa- 
thectomy and in determining the ex- 
tent of surgery necessary for a success- 
ful result in individual cases. 

In certain instances the difference 
between the preoperative caudal test 
and the actual result following sympa- 
thectomy may be explained by the fact 
that in sympathectomy the thoracic 
ganglions only as high as the ninth 
segment were resected, while in the 
caudal test functional denervation as 
high as the sixth thoracic segment was 
achieved and used as a basis for prog- 
nostication. 

In an appreciable number of cases 
under caudal anesthesia the authors 
noted a definite decrease in blood pres- 
sure, with only slight increase in the 
extent of denervation. 

The large variations in the response 
of hypertensive patients to continuous 
caudal anesthesia may conceivably form 
the basis for determining the extent of 
surgery needed in a given case. 








HEALTH GUIDANCE 
IN ADVANCING YEARS 


William F. King, m.p. 


THE InprAna Legislature in 1945 adopted a provision in law requiring the 
State Board of Health to “provide facilities and personnel for research 
investigation and dissemination of knowledge to the public concerning the 
health of persons of middle and advanced age and diseases common thereto.”’ 
Thus we have the Division of Adult Hygiene and Geriatrics in the State 
3oard of Health. One of the prime objectives of the division is to assist 
in bringing about a condition in which everyone may have the benefit of 
the best possible health guidance throughout their advancing years. 

We believe this is the first institute or conference on the subject of 
geriatrics to be held by any medical college of a state university or state 
board of health in the United States. We are hopeful that the discussions 
of this program and the knowledge to be derived from them will be so 
helpful that other institutes and conferences will be held, and that these 
institutes and conferences can be made an important medium for the “dis- 
semination of knowledge to the public concerning the health of persons of 
middle and advanced age.” 

Childhood used to be considered the most critical period of life. Chil- 
dren were expected to be sick, to be deformed, and to die. Then about the 
turn of the century we discovered that childhood and youth were phases of 
life based on specific biological laws; that aging was the law of life in 
childhood and youth as in maturity and age. The result of this discovery 
and its acceptance was the dramatic development of child hygiene and 
pediatrics. The most dangerous diseases of childhood were almost wiped 
out, the mortality of infants was reduced to a minimum, well babies and 
children were made healthier and stronger, and we entered what has been 
called the ‘Century of the Child.” 

From approximately 48 years in 1900 the expectancy of life has been 
increased to approximately 65 years today, and we are now obliged to give 
some attention to the rapidly increasing part of our population who are 
reaching advanced years of life. Heretofore we have considered the aged 
as hopeless victims of physical and mental deterioration, and we have 
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treated them either as decrepit children or degenerated adults. In reality, 
the aged constitute a division of humanity in their own right, not inferior 
specimens by any means, but full of potential energies and values which 
are now either largely repressed or wasted. The need to learn about aging 
is urgent. Longer life without health is not only an individual tragedy but 
also a social evil that constitutes a threat to national economy. Increased life 
with health and useful vigor may be made an increasingly valuable asset 
to society. The future course of events, whether toward economic destruc- 
tion or toward a progressive enrichment of life, will depend largely upon 
the application and experience of medical knowledge to aging. Such is the 
vast responsibility of geriatric medicine. 

We are charged with the responsibility of setting up a program and 
pattern whereby the benefits of medical knowledge may be made available 
to the betterment of the health of persons of middle and advanced age. We 
are charged with the responsibility of helping men and women who are 
living longer to live better, and to be assured of opportunity to live more 
efficiently and more productively. We want to usher in the “Century of the 
Aged,” both as the complement and the fulfillment of the “Century of 
the Child.” 

Let us get a few definitions and the real meaning of a few terms 
clearly before us. “Geriatrics,” which derives from two Greek words, mean- 
ing “healing of the old,” is not a new specialty in medicine. It means simply 
the application of medical knowledge and clinical experience to the preven- 
tion and treatment of the diseases and disabilities commonly occurring in 
the advancing years of life. Senility does not mean aging, nor does aging 
necessarily mean senility. Senility is no more an essential part of aging 
than is rickets an essential accompaniment of childhood. Normal aging is 
senescence. Aging subjected to and changed by disease may become senility 
or abnormal aging. Degenerative diseases, so called, are misnomers. There 
is no disease so peculiar to aging as to be known as due to age itself or to 
any so-called degenerative process of aging. Age is neither a visitation nor 
a penalty, but rather an accomplishment and a fulfillment. “It need not be 
just endured, it can be enjoyed.” 

In 1789, as based on statistics of Massachusetts and New Hampshire, 
the only statistics available, the expectancy of life in this country was 35.47 
years. In 1850, based on similar statistics, the expectancy was approxi- 
mately 43 years. In 1900 and 1902, based on statistics from the then regis- 
tration area of the United States, the expectancy of life was a little more 
than 48 years. The 1942 statistics from the entire registration area of the 
United States show that the average expectancy of life is now approxi- 
mately 65 years. 

The most critical period of life today is that of maturity, the active 
and productive period which may be roughly designated as from 35 and 40 
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to 55 and 60 years of age. It is in this period that so many of the diseases 
of later years have their beginning. It is largely within this period that 
senescence or senility is determined. It is in this period that the health 
guidance of medical knowledge and the health supervision of clinical experi- 
ence can be made most helpful in preparation for advancing years. 

Because of the rapid growth of our population beyond the median age 
of life there will be a corresponding increase in chronic illness, in disability, 
and in physical and mental impairment. This is the challenge of increasing 
years added to life expectancy. It is possible that in years to come there will 
be a growing acceptance of the principle that the individual is not entirely 
free to do things that may endanger his own health, because his carelessness 
or ignorance may threaten the social order of which he is a responsible 
member. 

Such speculation is related to the task of medical and health organiza- 
tion and practice of today. We have just witnessed the tremendous develop- 
ment of medical care and health supervision programs in our armed services. 
We have seen the rise of organized efforts to provide health supervision in 
industry, medical care and health teaching in our schools and colleges, and 
prepaid medical care in our communities. If these developments mean any- 
thing, they surely mean that we must translate medical knowledge and 
medical experience more effectively into living habits, the better to conserve 
the health and strength of our people at every age. 

There is great need for added knowledge concerning the processes of 
aging and the problems of the aged, based on clinical experience and bio- 
logical research. This knowledge we believe will come with increasing inter- 
est on the part of the public and the medical profession in these processes 
and problems. In the meantime, however, we have the aging and the aged 
with us in ever increasing numbers. We have also the accumulated knowl- 
edge and experience of medicine, both general and geriatric. By a practical 
application of present knowiedge, through professional and public co-opera- 
tion, we shall certainly advance both the science and the art of geriatric 
medicine, and we shall, just as certainly, add to the comfort, efficiency, and 
happiness of our aging and aged people. 

We know so little about a way of life for the aging man and woman 
that will not only avoid undue demands upon lessening capacity but also 
prevent depressing restrictions upon the full activity appropriate to each 
individual. This situation presents an urgent clinical problem to geriatrics 
as it endeavors to understand the possibilities as well as the liabilities of 
aging persons and to work out a pattern for living applicable to the indi- 
vidual problems of aging. 


We believe the answer to the problem is threefold. The first require- 
ment is that we, all of us, acquire a more intelligent conception of aging 
and adopt a more realistic attitude toward aging and the aged. Most of us 
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have a prejudice against aging which in many cases extends to the aged as 
well. Clinicians do not always give patients over 60 the attention these aging 
persons merit. Our prejudice leads us to believe that the infirmities of age 
are inevitable, that “Nature must take her course,” or that “Old age is just 
creeping up.”’ Public prejudice requires that the old must give way in order 
that youth may have full opportunity, and we take refuge in the biblical 
“three score years and ten,” or in the saying “You can’t teach an old dog 
new tricks.” A sane conception of aging as a normal biological process and 
an essential part of life, and a realization of the fact that wisdom is born 
of experience, must lead us to conclude that if life actually ended at the 
retirement age of 65 or the biblical age of 70, the world would be much 
poorer in human accomplishment than it is today. Elderly people have well 
earned their right to fullness of life. 

The second requirement is that scientific study and research be directed 
toward a greater knowledge and thus a clearer understanding of the proc- 
esses of aging. We know a great deal about the age of the human race and 
about how man lived in past ages because money has been made available 
for continuous study, research, and exploration of the records of the past. 
Libraries are full of literature and references to the ethnological age of 
man, but there is practically nothing available about the biology and psy- 
chology of growing old. It seems strange that the one thing that everyone 
must look forward to is the one thing least understood. With public recog- 
nition of the importance of the problem and with public intelligence and 
support, scientific study and research will be mobilized in increasing measure 
to find the facts and discover the secrets of aging. 

The third requirement is that all proved medical knowledge and experi- 
ence be made available for the health guidance of men and women through- 
out the years of middle and advanced age. The basis of health guidance in 
advancing years must be the periodic health examination, with continuous 
medical direction and supervision. Such an examination is especially im- 
portant to both men and women throughout the active and productive period 
of life, from 35 and 40 to 55 and 60 years of age. It is true that physical 
examinations, so called, have not been too satisfactory to either the patient 
or the physician, largely because both patient and physician have been both 
superficial and careless. Neither has been willing to take the time and make 
the effort necessary to get a true picture of what the patient may be doing 
to himself or for himself and what he may do to prepare himself better for 
the demands of the aging process. 

A physical examination should be more than an inspection, more than 
a determination of the presence or absence of disease. It should be, in fact, 
a health consultation between the individual and his physician in which the 
patient and the doctor talk over and study all matters that concern the 
health of the patient. It should be a health consultation in every meaning of 
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the term. This means that both the physician and the patient should not 
only be interested, but also should take whatever time and make whatever 
effort may be necessary to obtain a true health inventory of the patient— 
a correct measure of the ability of the patient to stand up under the strain 
of physical and mental exertion and to detect any beginning functional or 
organic change in order to guard, as far as possible, against damaging 
changes. Pediatricians have shown that apparently healthy and well babies 
and children can be made even healthier and stronger, and thus be better 
fitted to meet the demands of adult life. Constructive medical guidance and 
health supervision applied to adults throughout the critical years of maturity 
should make apparently well men and women healthier and better prepared 
to add useful, happy life to added years. 

The age period from 35 and 40 to 55 and 60, the period of active pro- 
ductivity, is not only the most critical and dangerous, but also by far the 
most significant in preparation for healthy, happy old age. The value of 
continued health guidance throughout this period is therefore obvious. 
Early and prompt detection and recognition of any and all beginning 
changes or variations from normal make early intervention and prevention 
possible. Early recognition and treatment of precancerous conditions may 
prevent later malignancy. Proper instruction and care in diabetes may pre- 
vent dangerous complications. Adequate treatment in pernicious and other 
forms of anemia may prevent serious changes in the spinal cord and in the 
heart. A knowledge of heart conditions, and avoidance of sudden or heavy 
strain when necessary, may postpone coronary or cerebral difficulties. Early 
recognition of gastric lesions may permit the prevention of more serious 
and damaging complications. Early and timely removal of foci of infection 
may prevent serious trouble later. 

These are but a few examples of preventive geriatrics translated into 
health guidance throughout the fateful years when men and women are 
most in need of such helpful guidance. If to these more direct measures are 
added measures of adult hygiene, mental hygiene, proper and adequate 
nutrition, helpful advice as to habits, work and rest, recreation, and correc- 
tion of abnormalities, then health consultations can be made distinctly 
worth while. After all, the prime objective in a health examination or con- 
sultation is to enable the individual to meet the daily demands of life safely 
and wisely at his age level and in harmony with his environment, and to 
conserve and maintain the highest possible state of health throughout all 
the years of his life. 


Any consideration of adult hygiene or health in aging brings us 
inevitably in contact with every phase and activity of life. Since age at any 
level is the sum of all that has gone before, so the problems of age at any 
given time are the sum of all the problems of all the yesterdays of the indi- 
vidual. Thus health guidance in maturity and through advancing years 
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becomes the responsibility not only of the physician and the public health 
administrator, but also of the economist, the sociologist, the employer in 
industry, the educator, and the government representing all of these, as well 
as the aging themselves. 

Most physicians agree that idleness and lack of purpose are the greatest 
enemies of the aged and also that retirement from active participation 
in the daily affairs of life often becomes a one-way ticket to senility and 
premature death. Incapacity, physical or mental, does not come overnight 
or with any designated birthday. 

Incapacity can often be prevented or checked by supervision and adjust- 
ment. There always have been and always will be a great number of jobs 
for which elderly people are better fitted than younger ones. What is re- 
quired, of course, is a recognition of the potential value of the skill and 
experience that comes with the years, and an adjustment of working con- 
ditions to utilize these values. Much that is great and enduring in the world, 
in art, literature, science, invention, and statecraft, has come from men and 
women past the biblical three score and ten. 

Benjamin Franklin at 80 had much to do with the framing of the 
United States Constitution. Oliver Wendell Holmes wrote many of his 
finest decisions in his late eighties, and retired from the Supreme Court 
at 91. Tennyson wrote “Crossing the Bar” at 83. Nicholas Murray Butler 
recently retired from the presidency of Columbia University at 83. The 
football man of the year is still Amos Alonzo Stagg of the College of the 
Pacific, at 83, and a great figure in baseball, Connie Mack, at 84 still man- 
ages the Philadelphia Athletics. These are but a few of the many thousands 
of men and women who down through the years have shown the potential 
value of good life added to long years. 

It seems plain that both a study of the problems of aging and a practi- 
cal program for enabling men and women to use and enjoy the added years 
of life is a new challenge, not to the medical profession alone, but to all of 
us. Our approach to old age and senescence must change from passive 
defense and appeasement to active offense and confidence. Sometime, and 
in the near future as we believe, age must be rated by health and ability 
rather than by birthdays, and people who survive or exceed their life ex- 
pectancy must not be treated as statistical errors. 

Out of the confusion and loss of war should come some very plain 
lessons to guide us in the future. One of these has very definitely to do with 
our aging population. Because younger men and women were needed for 
armed service, older men and women in unprecedented numbers were 
brought into the war effort, and at ages far above both the legal and tradi- 
tional age of retirement. These thousands of elderly men and women gave 
valiant and efficient service, and in so doing proved their right to be con- 
sidered a part of the manpower, the human resources, of the nation. 











448 GERIATRICS 


We welcome you today to this discussion of diseases of advancing 
years, of aging as an industrial health problem, and of the place geriatric 
medicine will have in meeting the social and economic problems of a rapidly 
aging people. We have tried to indicate some of the objectives of a program 
of adult hygiene and the part the individual, the public, the health depart- 
ments, and the medical and allied professions must have in meeting these 
objectives. We hope you will find here both inspiration and help. 

“Everlasting youth is a fallacy, a wishful dream; but everlasting health 
is a reality, possible of accomplishment.” 


Basal Metabolism and Expenditure 
of Energy in the Aged, and Their 
Variations. (Le métabolism de 
base et la dépense de fond des 
personnes Agées, leurs. varia- 
tions.) 

Leon BrInetT, MADELEINE BOocHET, 
and Francots BourvieEre. Bull. 
Acad. de Méd., Paris. 3rd series, 
129 (Nos. 25-29) : 447-51, 1945. 

In the course of study of the physio- 
pathology of old age the authors have 
made exhaustive research into the 
basal metabolism of senescent indi- 
viduals of both sexes. They have 
demonstrated a manifest reduction in 
the metabolism of the aged. Senes- 
cence results in involution of most of 
the endocrine glands, thereby produc- 
ing deficiencies in the metabolism, 
signifying that a change in the expendi- 
ture of energy of the organism has 
taken place in the aging person. 

Lavoisier discovered that respira- 
tion reflects to a certain extent the 
physiological function of all living 
beings. Examinations of the respira- 
tion of elderly patients have been made 
by employing a mask (type: Tissot) 
equipped with a rubber bag, the con- 
tents of which are analyzed by means 
of Plantefol’s eudiometer. 

The basal metabolism was 39 in 


man aged 30; 33 in man aged 70; 30 
in man aged 80. It was 36 in woman 
aged 30; 33 in woman aged 70; and 
34 in woman aged 80. The expendi- 
ture of energy in calories in 24 hours 
amounts to 1600 in man aged 30 to 
40; 1290 in man aged 70; and 1080 
in man aged 80 and over. In woman 
aged 30 it amounts to 1400; in woman 
aged 70, 1070; and in woman aged 80 
and over, 1040. 

Since definite results of exhaustive 
tests showing the physical and _ intel- 
lectual decline of the aging individual 
are still lacking, it is hardly possible to 
state whether a relation exists between 
the degree of physiological senescence 
and basal metabolism values. 

The decline in the respiratory proc- 
ess in the aged reveals a deficiency of 
cellular oxidation ; however, consider- 
able variation has been observed in 
elderly patients. 

Subcutaneous implantation of  tes- 
tosterone may increase the parallel 
processes in the senescent patient and 
result in physical and psychic im- 
provement. Thyroxin and thyroid ex- 
tracts produce a similar effect. How- 
ever, even large doses of natural estro- 
gen or synthetic estrogen, such as stil- 
bestrol, fail to increase the values of 
the respiratory process in woman. 

5 diagrams. 























THE HISTORY OF 
CORONARY ARTERY DISEASE 


Gabriel F. Greco, M.D. 


In THE history of coronary artery disease are recorded two brilliant mas- 
terpieces which, owing to their thoroughness, attracted the attention of the 
profession to the clinical recognition of the anginal syndrome and coronary 
occlusion and infarction. 

The first noteworthy contribution was made in England in 1768 by 
William Heberden. In his first report Dr. Heberden gave a remarkable 
clinical analysis of twenty cases, and in a clear, detailed, accurate, and force- 
ful manner established angina pectoris as a definite clinical entity. This syn- 
drome, which he had introduced with remarkable simplicity, aroused great 
interest among the physicians with whom he associated, and stimulated 
them to observe similar cases. 

Dr. Heberden’s interest continued through the years, and in his active 
practice he was able to gather nearly one hundred cases. Although incom- 
plete and isolated reports had appeared earlier in the literature, his descrip- 
tion became a cherished classic because of the vivid portrayal of symptoms 
he had observed in his daily contact with the sick. 

“But there is a disorder of the breast,’’ Heberden wrote, “marked with 
strong and peculiar symptoms, considerable for the kind of danger belong- 
ing to it, and not extremely rare, which deserves to be mentioned more at 
length. The seat of it, and sense of strangling, and anxiety with which it is 
attended, may make it not improperly be called angina pectoris. 

“They who are afflicted with it, are seized while they are walking, 
(more especially if it be up hill, and soon after eating) with a painful and 
most disagreeable sensation in the breast, which seems as if it would extin- 
guish life, if it were to increase or continue ; but the moment they stand still, 
all this uneasiness vanishes. 

“Tn all other respects, the patients are, at the beginning of this disorder, 
perfectly well, and in particular have no shortness of breath, from which 
it is totally different. The pain is sometimes situated in the upper part, some- 
times in the middle, sometimes at the bottom of the os sterni, and often more 


Reap before the Third Annual Meeting, American Geriatrics Society, New York, June 
13, 1946. : 
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inclined to the left than to the right side. It likewise very frequently extends 
from the breast to the middle of the left arm. The pulse is, at least some- 
times, not disturbed by this pain, as I have had opportunities of observing 
by feeling the pulse during the paroxysm. Males are most liable to that 
disease, especially such as have passed their fiftieth year.” 

Heberden then states that as the attacks continue they may come on 
with or without effort, and on the slightest provocation, their duration may 
increase, and the patient may have a sudden exitus in one of his attacks. 

Heberden’s remarkable description aroused a lively interest and stimu- 
lated others to discover the pathogenesis of the disease, which was unknown 
to him. 

Among those stimulated by this work was John Fothergill, who ob- 
served a case of angina and sudden death. Curious about the pathogenesis, he 
obtained an autopsy and found that: “The two coronary arteries, from their 
origin to many of their ramifications upon the heart, were become one 
piece of bone.” Fothergill noted similar changes in the coronary arteries in 
subsequent cases of angina, and expressed the opinion that these were the 
vessels involved in the syndrome. 

The great John Hunter, who himself suffered from anginal attacks, 
had the same opinion. Strangely enough, at his death an autopsy revealed 
calcification of his coronary arteries. Jenner in 1799 correctly diagnosed cal- 
cifications of the coronary arteries and referred to them the anginal attacks 
of his friend Caleb H. Parry. 

These pioneers soon found their observations confirmed by other in- 
vestigators. It is true that references are to be found to angina pectoris ever 
since Harvey’s epochal work, “De Motu Cordis’? (1628), in particular in 
the writings of Morgagni and Bonnet. However, these reports were so 
scattered, both in time and place, and placed so little emphasis on the relation 
between coronary artery involvement and disease, that they were quickly 
forgotten. 

It was Heberden’s constant, meticulous, hard-working, daily contact 
with the sick, and the copious notes he kept on the anginal syndrome, that 
made him a clinician deserving of the honor of being named a pioneer. He 
opened up a new era in the recognition and investigation of angina pectoris 
which led to the discovery by Fothergill, Hunter, and Jenner that in the 
involvement of the coronary arteries were to be found the pathogenesis of 
the syndrome and the cause of sudden death during one of the attacks. 

The first case of coronary occlusion correctly diagnosed during life 
and confirmed at autopsy was described by Hammer of St. Louis in 1878. 
His report was published in Vienna. Called into consultation to see a patient 
who had suffered a sudden collapse, with the pulse falling from 80 to 8 beats 
per minute, he describes his reaction as follows: “What impressed me par- 
ticularly about this case and attracted my attention in the highest degree, 
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was the sudden appearance and the steadily progressive course of the 
collapse. I thought that only a sudden, progressively increasing disturbance 
in the nutrition of the heart itself, such as a cutting off of the supply of 
nourishment, could produce such changes as this case showed, and that 
such an obstruction could be produced only by a thrombotic occlusion of at 
least one of the coronary arteries.” Dr. Hammer’s diagnosis was confirmed 
at autopsy. 

His report, however, did not attract wide attention. It was years later, 
in 1896, that George Dock reported the first account of a case of coronary 
thrombosis in America, which was diagnosed during life and confirmed at 
autopsy. 

In 1910 William Osler analyzed the correlation between coronary artery 
pathology and heart disease. In seventeen autopsies he found thirteen that 
illustrated a variety of lesions, from narrowing of the orifices to blocking 
of a branch with a fresh thrombus and obliterative endarteritis. Osler was 
astonished at the comparatively small extent of coronary tubing which is 
sufficient to carry on myocardial circulation. He also observed that advanced 
coronary heart disease may be present without much disturbance of the 
function of the heart, and that in a few fatal cases of angina pectoris little 
or no sign of obvious disease in the heart or blood vessels would be found 
at autopsy. 

It was not until 1912 that Herrick gave the earliest complete clinical 
discourse on sudden coronary occlusion. In his memorable paper he presented 
evidence from his own clinical experiences and from those of others, thereby 
convincing the medical world that acute coronary occlusion is a definite 
clinical entity. He classified cases according to four groups, as follows: (1) 
those in which death is sudden and painless; (2) those in which the attack 
is anginal, the pain severe, and death follows profound shock in a few 
minutes; (3) those nonfatal cases with sclerotic vessels and mild symptoms ; 
and (4) those cases in which the symptoms are very severe and sufficiently 
distinctive to be recognized as cardiac, and which are usually fatal, though 
not at once. 

Herrick emphasized the fact that patients sometimes survive the closure 
of one of the main coronary arteries. “There are reasons,” he stated, “for 
believing that even large branches of the coronary arteries may be occluded 

. without resulting death, at least without death in the immediate future. 
Even the main trunk may at times be obstructed and the patient live.” 

So with Herrick’s contribution a new era opened in which the attention 
of the clinician and the pathologist centered on the many factors involved 
in coronary artery disease. Armed with the classical description of the clinical 
features portrayed, the modern physician has in the last quarter of a cen- 
tury become skilled in the detection of this disease. 

The introduction of electrocardiography and the recognition of its 
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value by Sir Thomas Lewis in England stimulated research and so advanced 
our knowledge that the diagnosis of coronary artery disease could be made 
in 95 per cent of cases. Even the site of the infarct could be detected. 

The diagnosis of angina pectoris and coronary occlusion, so sadly 
neglected by the great clinicians of the past, thus emerged from obscurity 
into light. The result has been a widening interest in other diseases of the 
heart as well, and the opening of a new specialty—cardiology. 
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DISCUSSION 
by Horuis E. Ciow, M.D. 

Dr. Greco’s interesting historical ac- 
count of the development of our under- 
standing of coronary artery disease 
leaves little to be added. We are glad 
to be reminded again of the contribu- 
tions of such great seventeenth and 
eighteenth century clinicians as Har- 
vey, Morgagni, William Heberden, 
John Fothergill, and John Hunter. 

It is interesting to note that the first 
published report of coronary occlusion, 
correctly diagnosed during life and 
confirmed at autopsy, was made by 
Hammer in Vienna only 68 years ago, 
while Herrick made his classical con- 
tribution only 34 years ago, in 1912. 
The value of the development of elec- 
trocardiography is also noted. 

It might be appropriate at this time 
to speak further regarding Professor 
Giovanni Morgagni of Padua, who, in 
1762, at the age of 80, contributed his 
most important clinical descriptions, 
especially in relation to the cardiovas- 
cular system. Osler calls our attention 
to a brief excerpt from Morgagni (in 
Cooke’s translation), showing his re- 
markable comprehension of angina at 
this early date. The excerpt is as fol- 
lows: 


“A lady 42 years of age who for a 
long time had been a valetudinarian, 
and within the same period, on using 
pretty quick exercise of body, she was 
subject to attacks of violent anguish in 
the upper part of the chest on the left 
side, accompanied with a difficulty of 
breathing and numbness of the left 
arm; but these paroxysms soon sub- 
sided when she ceased from exertion. 
In these circumstances, but with cheer- 
fulness of mind, she undertook a jour- 
ney from Venice, purposing to travel 
along the continent, when she was 
seized with a paroxysm and died on the 
spot. I examined the body on the fol- 
lowing day. The aorta was consider- 
ably dilated at its curvature; and in 
places, through its whole tract, the in- 
ner surface was unequal and ossified. 
These appearances were propagated 
into the arteria innominata. The aortic 
valves were indurated.” 

Morgagni then describes how the 
pathological findings accounted for the 
woman’s symptoms and death. 

Dr. Greco’s paper introduces the 
question of the present understanding 
of coronary artery disease, which con- 
stitutes so important a cause of disabil- 
ity and mortality at the present time. 
The electrocardiogram now gives con- 
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siderable information about the status 
of the coronary arteries. Everyone 
knows, however, that the capacity of 
the heart cannot be completely judged 
by such tracings. With abnormal trac- 
ings alone the prognosis for reasonable 
activity over a considerable period of 
time may be good. Too great a concern 
over the condition of the heart may be 
very disabling emotionally. In fact, we 
see patients in whom worry and anx- 
iety contribute to the effects of cor- 
onary disease. 

We have been interested at the New 
York Hospital, Westchester Division, 
in the relation of the electrocardiogram 
to other examinations made prelimi- 
nary to the administration of electric 
shock treatment. It is not unusual to 
find electrocardiographic evidence of 
coronary insufficiency in depressed, 
tense, anxious, and agitated patients 
who are past middle life. Some of 
them have begun to complain of vague 
feelings of precordial distress, and may 
have hypertension. It may be desir- 


able to treat such patients with electric 
shock, especially in the case of well- 
established involutional psychoses. The 
majority of these patients may be 
judged physically suitable for the 
treatment. Besides the relaxation af- 
forded by the shock therapy, there are 
indications that we may find improve- 
ment in the appearance of the electro- 
cardiogram, as well as amelioration of 
the physical complaints and hyperten- 
sion. Such patients are those who have 
some coronary sclerosis and have de- 
veloped a relative coronary insufficien- 
cy due to the added stress of emotional 
tension and agitation. 

In the present knowledge of coro- 
nary artery disease one of the main 
problems, especially in relation to geri- 
atrics, is the wise management of pa- 
tients with more or less coronary scle- 
rosis in the interests of their best emo- 
tional, as well as physical, adjustment 
to living. This problem is a difficult 
one that requires much good judgment. 


AMERICAN ACADEMY OF ALLERGY MEETING 
Tue American Academy of Allergy will hold its annual convention at Hotel 
Pennsylvania, New York City, November 25-27, 1946. All physicians inter- 
ested in allergic problems are cordially invited to attend the sessions without 
payment of registration fee. The program has been arranged to cover a 
wide variety of conditions where allergic factors may be important. Papers 
will be presented dealing with the latest methods of diagnosis and treat- 
ment, as well as the results of investigation and research. Advance copies 
of the program may be obtained by writing to Dr. Horace S. Baldwin, 136 


East 64th Street, New York City. 








NOTICE 
BEGINNING with Volume IT, issue of January-February 1947, 
the subscription rate for GertaTrics will be $5.00 a year; for- 
eign, $6.00 a year. Single copies, $1.00; foreign, $1.25. 
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THE FIRST MILE 
WirH the publication of this last issue for the year 1946, GeRrtaTrRics has 
reached its first milestone. 

It is the aim and purpose of GERIATRICS to give its readers original 
articles by authorities in the field, the greater number dealing with the pre- 
ventive and curative treatment of diseases of advancing years. As the official 
journal of the American Geriatrics Society we record the programs of the 
Society and publish papers read at the annual meetings. Under the caption 
Digests from Current Literature we present in condensed form useful 
information, gleaned from reliable sources, concerning advances in medical 
thought and practice along related lines. 

We take this opportunity of thanking our readers for their many 
friendly expressions of interest. We hope you will continue to send us com- 
ments and suggestions for improvement that may come to mind from time 
to time. Nothing is more indicative of a healthy life than change and growth. 
We shall always be responsive to your reactions, for we covet the distinction 
of serving the best interests of our readers. 


A.E.H. 
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DOES PUBLIC HEALTH TOUCH THE AGING PERSON? 


Pustic health is front-page stuff in the press, but one must look twice 
at its meaning, and then again, to be sure someone has not meant the per- 
sonal instead of the public article. Just what are departments of health doing 
about the diseases of aging men and women? What can they do, and what 
should they do, if anything? 

Health departments at the local and state level have but two resources, 
sanitary authority and the influence of public information, often miscalled 
health education. We can disregard the national and international health 
efforts, which are so far only in the exploratory stages, dealing with the 
printed and spoken word. 

In respect to sanitary law and ordinances involved under the police 
power of the state for control of environment and prevention of communic- 
able diseases, the only application to geriatrics is the requirement in some 
states, among them Massachusetts and New York, that cancer be reported 
by physicians, and in all states that death certificates shall include record of 
the decedent’s age at death, 

Only remotely and through use in vital statistics for the mathematically 
curious do these requirements appear to contribute to the practical preven- 
tion of disease in the decades of advancing age in any way other than they 
may be related to people at any age. At one time diabetes was made report- 
able to the State Department of Health in Pennsylvania. Such a report may 
still be required by law, but to no good purpose. Services are offered under 
various forms of agencies, state and local, voluntary and official, intended 
to provide early and accurate diagnosis of cancer, heart disease, diabetes, 
and the mental disabilities of senility. However, these are not properly con- 
sidered preventive facilities, nor do they fall generally under departments 
of health, but are more commonly activities of hospitals and dispensaries 
under the direction of clinicians. 

One is hard put to it to find constructive, bona fide efforts of local or 
state departments of health to prevent the onset and extension of the natural 
process of aging and its resulting disabilities and distress. True, Indiana 
has organized a division of adult hygiene and geriatrics, and Massachusetts 
gives state-wide opportunity for cancer diagnosis and has had an active 
bureau of adult hygiene for many years. By and large, however, the public 
health services of civil government jurisdictions make no provision for pre- 
ventive care of the aged, except through educational publicity, and in this 
respect only rarely, and with scant results. Why? Perhaps chiefly because 
they really do not know what to teach, and because the aged and aging are 
perhaps less accessible to the persuasive approach of the health educator, the 
public health nurse, and the health officer than any other age group of the 
population. 

Better health for the aged will be a product of the family physician’s 
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advice and of a still alert mind and eager interest in self-preservation in the 
person of advanced age, combined with semiannual health examinations, 
more than a matter of the ministrations or admonitions of a public health 
agency. Personal action for personal health is the answer. 


H. E. 


TUBERCULOSIS IN THE ELDERLY— 
A THREAT TO CHILDREN 


THE incidence of primary tuberculosis, that is, tuberculous infection, among 
children under the age of 15 years is now low in the United States. If all 
in this age period were tested with tuberculin it is doubtful whether more 
than 10 to 12 per cent would react. There are cities in which less than 10 
per cent, and large expanses of the country where less than 5 per cent, of 
the children have been infected. in fact, there are now many entire grade 
schools in rural communities without a single tuberculin reactor among the 
children. Jordan has recently reported 183 such schools in his sanatorium 
district. This goal has been attained by such measures as periodically seek- 
ing out all cases of clinical tuberculosis among human beings and isolating 
or treating them, in addition to almost complete control of bovine tubercu- 
losis by the veterinarians and their allies. 

One of the most potent dangers to children at present is tuberculosis 
among elderly persons. There exists a large residue of primary tuberculous 
lesions among those of 50 years or older. These persons were not well pro- 
tected against tubercle bacilli of the human or bovine type when they were 
children and young adults, and many of them still harbor cultures of these 
organisms. Such cultures in the lesions of old primary tuberculosis com- 
plexes are capable of liberating tubercle bacilli that invade other tissues and 
produce destructive, often contagious, disease. Since there are now so many 
more such potentialities among elderly than among young persons we see 
relatively much more clinical tuberculosis in the elderly. Indeed, tubercu- 
losis mortality now reaches its height considerably later in the span of life 
than it did twenty-five years ago, and for the number of persons living there 
is far more contagious tuberculosis among those beyond 50 years than in 
the earlier decades of life. 

Accordingly, it behooves every physician to seek carefully among elderly 
persons for tuberculosis that is or may become contagious, in order to spare 
the present and succeeding generations of children infection and reinfection 
with tubercle bacilli. Such a procedure, together with other protective mea- 
sures now in practice, will hasten the time when all children can pass through 
the entire span of life, including old age, without molestation from tubercu- 
losis. 


J.A.M. 

















Dz LOS ES FROM CURRENT LITERATURE 


HYPERTENSION 


Hypertension. 
J. Kopicex. St. Thomas’s Hosp. Gaz., 

44 :42-54 (April), 1946. 

About 88 per cent of all cases of per- 
sistent hypertension fall into the group 
of primary hypertension. Males _be- 
tween 45 and 60 are chiefly affected ; 
essential hypertension is responsible 
for 20 per cent of all deaths among 
men over 50. Sclerotic and angiospas- 
tic changes may be found, but papille- 
dema never develops. 

Only about 12 per cent of all cases 
fall into the group of secondary hy- 
pertension (renal hypertension and hy- 
pertension of endocrine origin). 

The possible mechanisms by which 
hypertension may be produced are dis- 
cussed. Evidence is given to show that 
vasoconstriction in essential hyperten- 
sion is probably not neurogenic in 
origin. 

The general etiological factors are 
described. It is considered that renin 
is the most important causative agent 
in hypertension. Experimental evidence 
is presented in some detail. The renin- 
hypertension system is explained, and 
a brief account is given of the nature 
of the reacting substances. 

The role of the humoral pressor 
mechanism in man is discussed, and 
clinical, pathological, and experimental 
evidence is presented. The conditions 
that may lead to the liberation of renin 
in hypertension are considered. 

The principles of treatment are de- 
scribed, namely, surgical therapy and 
treatment with normal kidney extract. 
The chief methods of surgical treat- 
ment in essential hypertension are in- 
dicated. Radical lumbodorsal sympa- 
thectomy, the Smithwick method, is 


discussed. Encouraging results of sur- 
gery in renal hypertension are men- 
tioned, showing that, in the absence 
of practicable specific therapy, radical 
sympathectomy is the method of choice 
for severe cases of hypertension. Non- 
interference in asymptomatic cases is 
stressed. 

Through these and other methods it 
is to be hoped that hypertension, which 
is at present taking a considerable toll 
of human life, may be reduced in fu- 
ture to the status of diabetes mellitus— 
a controllable, if not curable, disease. 

Bibliography of 53 references. 


Arterial Hypertension with Syn- 
drome of Hypophyso - suprarenal 
Hyperfunction; Marked Improve- 
ment following Left Suprarenalec- 
tomy. Clinical Demonstrations. 
(Translation.) 

GeorGEs BickKEL. Helvet. med. acta, 
Series A, 12, No. 2-3 :277-78, 1945. 
A case of arterial hypertension in a 

woman aged 55 is discussed. The pa- 
tient had been suffering from high 
blood pressure amounting to between 
200/100 mm. and 300/160 mm. Slight 
intermittent albuminuria without im- 
pairment of the renal functions was 
found. Endocrine dysfunction and en- 
largement of the heart were also ob- 
served, as well as marked acromegalia, 
manifest virilism, and frequent hyper- 
tensive paroxysm. 

The diagnosis made by the author 
was permanent arterial hypertension 
with paroxysmal exacerbations, asso- 
ciated with manifestations of acromeg- 
aly and hirsutism—a typical picture of 
the presence of hyperfunctioning of 
the antehypophysis and the suprarenal 
capsules. 

Extirpation of the left suprarenal 
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gland was performed. The interven- 
tion was successful and led to immedi- 
ate improvement. The arterial tension 
gradually decreased, so that within a 
few days it reached the physiological 
level of 140/80 mm., accompanied by 
pronounced diminution of the size of 
the heart. 

The T wave in the electrocardio- 
gram, which for several years had been 
negative in the first lead, rose gradually 
to the isoelectric line; it became slight- 
ly positive six weeks following the 
renal capsulectomy. 


Surgical Treatment of Pseudotumor- 
ous Arterial Hypertension. (Le 
traitement chirurgical de l’hyper- 
tension artérielle pseudo-tumor- 
ale.) 

GAYRAL Riser (Toulouse). Presse 
méd., 54:27-28 (Jan. 19), 1946. 
The author confirms the findings of 

Dereux regarding this particular type 

of pseudotumorous hypertension, which 

represents the chief element of cranial 
hypertension, with such symptoms as 
intolerable cephalalgia, obnubilation, 
vomiting, and mechanic papillary stasis 
or choked disk (which differs from 
diffuse exudative and hemorrhagic ret- 
inopathy). It is sometimes associated 
with convulsions (in the absence of 
tumor) and with meningo-cerebro-ret- 
inal edema localized to the papilla. 

The prognosis is grave. 

Two very different categories of pa- 
tients suffer from this disease. 

(1) Those with primitive or secondary 
pseudotumorous arterial hypertension, 
in whom the cardiorenal element is 
patent or latent. It may produce pseu- 
do-asthma, angina, and right asystolia ; 
retinopathy is marked. It is immaterial 
whether or not the patient has suffered 
previously from renal affection; he is 
always found to be azotemic as well as 
anemic, and eliminates chlorine with 
difficulty. 

Decapsulation, splanchnic resection, 
and even decompression by Cushing’s 
method are more or less useless, be- 


cause the patients, although they near- 
ly always survive the treatment, sel- 
dom live longer than a few weeks or 
months following the intervention. 

(2) The second type is isolated pseu- 
dotumorous arterial hypertension. On 
superficial examination this type of 
the disease does not seem to differ very 
much from the first, because the cranial 
syndrome of hypertension is similar 
in both cases. However, in isolated 
pseudotumorous hypertension cardio- 
renal investigations are negative and 
the kidneys show normal reaction; no 
retention of chlorine is observed, and 
exercise does not produce deficiency 
of the myocardium. With regard to 
cranial hypertension in this type of the 
disease, it must be taken for granted 
that there is isolated and localized trou- 
ble due to permeability of the cerebro- 
meningeal vessels, permitting exudation 
of water and serum albumin. This con- 
dition favors a capillarovenous stasis, 
in some cases associated with arteriolar 
spasm. 

Both this disease and papillitis are 
due to the same purely vascular and 
local mechanism. In both diseases the 
prognosis is much less alarming than 
in associated pseudotumorous arterial 
hypertension. 

In isolated pseudotumorous hyper- 
tension surgical intervention is usually 
indicated, such as decompression or 
splanchnicectomy. The author reports 
that in two cases under observation 
immediate alleviation was achieved 
through surgery, and the patients were 
thereby saved from becoming blind. 


High Blood Pressure: Clinical Im- 
portance of Ophthalmoscopy. 
MortTiMER MANN and Rospert Tay- 

Lor. Clin. Med., 53:85-87 (April), 

1946. 

Most patients who wish to have 
their blood pressure evaluated have 
never had an ophthalmoscopic examina- 
tion made; yet fundus findings have 
proved to be a very valuable clinical 
sign. 
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Early visible arteriolar changes are 
first evident in the light reflex, which 
widens and takes on a metallic luster. 
Later the vessels become sheathed and 
appear as silver wires. 

The veins become involved in the 
sclerosing process at their intersection 
with arteries. The arterioles may be 
more tortuous, particularly in the mac- 
ular region, and the entire arterial 
tree may appear attenuated. 

Spasm usually precedes or accom- 
panies these changes. In early stages 
of hypertension vasospasm is often 
difficult to visualize, and in the “neuro- 
genic”? stages may even be absent for 
several years. However, in true pro- 
gressive essential hypertension it even- 
tually appears; the first manifestation 
being usually a change in the normal 
arteriovenous (A-V) ratio of 2:3. As 
a result of constriction the veins may 
appear two or three times the size of 
their accompanying arteries, and it is 
not possible to follow the arterioles to 
the periphery of the fundus. In other 
instances a segment of a vessel may 
appear spastic, so that the alteration 
in the caliber of the narrowed portion 
can be easily observed. 

Regardless of the etiology of hyper- 
tension, its effect on blood vessels is 
the same; and when changes can be 
observed with the ophthalmoscope, 
similar lesions may be assumed to have 
involved most other organs to some 
extent. 

8 figures. 


Fundus of the Eye in Urological Af- 
fections Accompanied by Hyper- 
tension. (Fondo de ojo en afec- 
ciones urolégicas que se acom- 
panan de hipertension.) 

C. Loso Onetit. Rev. Soc. Chilena 
urol., 8:1309-21 (Oct.-Dec.), 1945. 
Certain difficulties arise in making 

a correct diagnosis of surgical kidney, 

in coexistence with hypertension. In a 

great many instances this condition of 

the kidney appears to be the very 
cause of hypertension. 


Chromocystoscopy is suggested as 
the method of preference. If this mode 
of investigation indicates the slightest 
suspicion of surgical kidney, pertinent 
explorations should be undertaken. 

The impossibility of differentiation 
between medical and surgical nephrop- 
athy through the fundus of the eye 
is stressed. In these cases the fundus 
may show the entire gamut of altera- 
tions observed in Bright’s disease, or 
in the various forms of hypertension. 

The importance of the data obtained 
through retinoscopy by Wagener and 
Keith’s classification seems to be over- 
estimated. At times they lead to an in- 
correct prognosis. On the other hand, 
vascular alterations present a charae- 
ter of stability or irreducibility which 
changes only in case of surgical inter- 
vention, causing the arterial tension to 
be restored to its normal or almost 
normal values. 

1 diagram. 


Angiospastic Retinitis and Cen- 
trally Caused “Pallid” Hyper- 
tonia. (Demonstration.) (Retinitis 
»angiospastica« bei zentral beding- 
tem blassen Hochdruck.) (Dem- 
onstration.) 

R. Bruckner. Ophthalmologica, 110, 
No. 5-6:317-31 (Nov.-Dec.), 1945. 
A case of angiospastic retinitis in a 

young patient, in which the kidneys 

were not involved, is treated in detail. 

Pacyl had been administered success- 

fully for a certain period. 

In the discussion H. E. Senn re- 
ports a case of very severe changes in 
the fundus of the eye in another, older 
patient ; the diagnosis was retinopathia 
hypertonica angiospastica. The patient 
had suffered from excessively increased 
blood pressure for one year before 
hospitalization ; however, normal func- 
tion of the kidneys was ascertained. 
The dilution and concentration tests 
furnished negative results. Residual 
nitrogen and blood urea revealed nor- 
mal values. No albumin or sediments 
were found in the urine. In spite of 
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the favorable findings with regard to 
renal function, the patient died 18 days 
later. 

The post-mortem findings were: 
arteriosclerosis of the kidneys, possibly 
associated with glomerulonephritis. 

4 figures of the first case. 


Loss of Vision in Patients with 
Hypertensive Disease and with 
Diabetes. 

Henry P. WaceENeER. J. Omaha Mid- 
West Clin. Soc., 7, No. 2:43-47 
(April), 1946. 

In many cases of severe hyperten- 
sion, either of primary essential type 
or secondary to unilateral atrophic kid- 
ney or glomerulonephritis, rather rapid 
loss of visual acuity occurs, frequently 
in association with a sudden increase 
in blood pressure. In the majority of 
instances the loss of vision coincides 
with the development of acute hyper- 
tensive retinopathy. The feature com- 
mon in such cases is edema in and un- 
der the retina. The loss of vision is 
in most cases directly proportional to 
the extent of this edema. Since the 
edema is due mainly to anoxia induced 
by angiospasm, reduction of the blood 
pressure is the most important factor 
in promoting the healing of this retin- 
opathy. Consequently, potassium sulfo- 
cyanate has a very favorable effect. 

After thrombosis of a tributary vein, 
the circulation is usually re-established 
gradually through development of col- 
lateral circulation or recanalization, 
with resultant resorption of the edema 
and hemorrhage. The vision may im- 
prove considerably, but it seldom be- 
comes entirely normal again. 

In many elderly persons having 
chronic hypertension of low grade, 
sclerosis is more advanced in the ar- 
teries of the choroid than in the arte- 
rioles of the retina. 

In hypertensive patients who com- 
plain of disturbance of vision and 
whose central vision is found to be 
normal, the possible presence of ho- 
monymous hemianopsia, the result of 
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cerebral infarction, should not be over- 
looked. 

The patient suffering from diabetes 
mellitus is subject to involvement of 
many parts of the visual apparatus. 
Rapidly developing myopia is often 
the first symptom of diabetes. In such 
cases changes of refraction are prob- 
ably caused by variations of the sodium 
chloride content of the aqueous humor, 
which induce secondary changes in the 
index of refraction of the lens. 

Diabetic retinopathy occurs in 30 
per cent of cases of common diabetes, 
and in more than 60 per cent of cases 
of more than ten years’ duration. In 
cases of diabetes careful attention to 
protein, as well as to carbohydrate 
metabolism, may prove to be of value 
in the solution of the problem of ret- 
inopathy. 


Polycystic Kidneys and Permanent 
Arterial Hypertension. (Reins 
polykystiques et hypertension ar- 
térielle permanente.) 

A. G. Wetss and J. Warrter. Mém. 
Acad. de chir., 72, No. 1-3:18-19, 
1946. 

Permanent arterial hypertension may 
be provoked by renal affections other 
than the classic nephro-angiosclerosis. 
Any factors likely to produce ischemia 
of the renal parenchyma or reduction 
of the glomerular and tubular area may 
cause hypertonia as a secondary dis- 
ease. Also, any type of obstacle located 
in the high or low urinary ducts may 
provoke lasting increase of arterial 
tension. 

The renal lesions referred to by 
Leriche from this point of view are: 
unilateral or bilateral hydronephrosis ; 
pyelonephritis ; obstructions by calculi 
or other obstacles in the excretory 
ducts of the kidneys. 

Leriche reported that he treated two 
cases of polycystic kidneys. One case 
under Fontaine’s observation was con- 
nected with the presence of a plaque 
from endarteritis in a renal artery. 
Another case resulting from operative 
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ligature of the ureter was discussed by 
Fontaine. 

A case of hypertension produced by 
polycystic kidneys in a patient operated 
on by one of the authors is described in 
detail. 

Pertinent literature shows that men- 
ingeal hemorrhages and arterial hyper- 
tension are frequently observed during 
the development of polycystic renal 
disease. 


The Production of Neuro-Hyperten- 
sion by the Kidney. 

Ertc Ocpen ; W. D. Cotiins; A. N. 
TAYLOR; and ELEANor Tripp. Texas 
Reports on Biol. and Med., 4, No. 
1 :14-26 (Spring), 1946. 

The humoral mechanism of experi- 
mental renal hypertension is reviewed. 
The authors discuss the effects of re- 
moval of the restricted kidney from 
test animals (rats) with unilateral 
renal hypertension ; of the administra- 
tion of nembutal; of yohimbine, which 
is not only a sympatholytic agent, but 
also a centrally acting pressor sub- 
stance; and of F 883. All these tech- 
niques elicit different responses, ac- 
cording to the duration of the hyper- 
tension. 

It is concluded that the early renal- 
humoral phase of experimental hyper- 
tension in the test animal is replaced 
by a sympathetically mediated neuro- 
hypertension. This point of view is 
examined in the light of pertinent in- 
formation available concerning experi- 
mental hypertension in other species 
and naturally occurring hypertension 
in man. 

There is good evidence that the 
rennin-angiotonin system is not usually 
operating in chronic essential hyper- 
tension in man and that the nervous 
system plays an important part. On 
the other hand, rennin has been dem- 
onstrated in the blood stream of pa- 
tients with acute glomerulonephritis. 

In the hypertensive patient who re- 
ports a past history of glomerulone- 
phritis or of many bouts of systolic 
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hypertension with anxiety, the past 
elevation of blood pressure is perhaps 
etiologically concerned with the pres- 
ent hypertensive disease. 

The neurohypertension afflicting the 
rat after renal hypertension is in this 
respect somewhat similar to essential 
hypertension. 

4 figures, 3 tables, bibliography of 
28 references. 


Tue ProstaTE GLAND 


Has the Prostate Gland an Internal 

Secretion? 

R. OppENHEIMER. Urol. & 

Rev., 49 :680-81, 1945. 

The secretion of the prostate serves 
as a vehicle for the spermatozoids and 
permits their movement. The question 
of whether the prostate gland also pro- 
duces an internal secretion has been 
discussed extensively. 

Serrelach and Pares found that fol- 
lowing total extirpation of the pros- 
tate gland the contractions of the ejac- 
ulatory ducts and preputial glands 
ceased. Macht ascertained that feeding 
of dried substance of the prostate in- 
creased the growth of certain am- 
phibia. Posner and Kohn proved that 
extracts of the prostate of the bull, 
when injected intravenously, had a 
toxic effect. However, this result may 
be specific or caused by intravascular 
coagulation. 

The author is of the opinion that in 
man there exists a hormone of the pros- 
tate gland that favors the functions 
and growth of the body, stimulates 
the development of the virile character, 
and is negative to the development of 
feminine characteristics. 

Gynecomastia following prostatecto- 
my or sphincterotomy was observed 
in several cases. Occasionally nodules 
developed in the breasts after prostat- 
ectomy. These symptoms may origi- 
nate in the change of the internal se- 
cretion of the prostate gland. The 
gradual disappearance of symptoms of 
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gynecomastia is ascribed to the re-es- 
tablishment of the normal function of 
the prostate. (Experiments made in 
Biedl’s laboratory prove that forma- 
tion of new tissue is possible from 
small remnants of tissue adherent to 
the capsule. ) 

It has been demonstrated that in 
transvesical prostatectomy only the 
adenoma is extirpated and that in the 
prostate gland proper, although it re- 
mains fixed in its capsule,.a lesion may 
be produced that affects its internal 
secretion. 


Retropubic Prostatectomy. 
HAMILTON BaiLey and W. K. Irwin. 
Lancet, 2 :24:795 (Dec. 15), 1945. 

Reference is made to Dr. Terence 
Millin’s paper, “Retropubic Pros- 
tatectomy, a New Extravesical Tech- 
nique; Report of 20 Cases.” 

Every procedure which results in 
restoration of the patient’s ability to 
pass urine per urethra and which car- 
ries a mortality of under 7 per cent 
must be considered satisfactory, especi- 
ally if the series includes many suffer- 
ers who are past three score and ten. 


Dr. Millin’s stimulating paper will 
make surgeons more _ prevesical- 
minded. 


Dr. Bailey raises the question con- 
cerning the possibility of means being 
designed to form atraumatically a 
trapdoor in the pubic bones, so that 
the structures in the cave of Retzius 
would become as accessible as the 
structures in the deeper, dark, and 
more dangerous recess beneath the 
clavicle, when Fiolle and Delmas’s 
atraumatic clavicular trapdoor is 
opened. 

In referring to Millin’s “new ap- 
proach to prostatic surgery,” Dr. Ir- 
win states that in 1938 a similar opera- 
tion was fully described by Carraro 
and Wugmeister in their book on pro- 
static hypertrophy. 

Dr. Irwin believes that, in spite of 
Dr. Millin’s assertion to the contrary, 
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his technique may be conducive to the 
development of persistent fistula. The 
author holds that the suprapubic trans- 
vesical method as practiced by him is 
more quickly and easily performed and 
that therefore the shock (if hemor- 
rhage is controlled immediately upon 
the removal of the prostate) must be 
much less than by the retropubic op- 
eration. The author’s mortality rate is 
only about 1.6 per cent. 


Prostatectomy. 

TERENCE MILiin and H. P. WIns- 
purY-Wuirte. Lancet, 1:1:34 (Jan. 
5), 1946. 

“Prevesical prostatectomy,’ the 
term coined by Jacobs and Casper, has 
been changed to “retropubic prostatec- 
tomy” by Dr. Millin, since all supra- 
pubic prostatectomies (excluding the 
little used transperitoneal route) are 
performed via the prevesical space. 
However, in this extravesical approach 
the major part of the operation is con- 
ducted in the retropubic space, caudad 
to the bladder, and so is scarcely pre- 
vesical. Millin’s intervention differs 
from that described by the American 
authors in that they set out to preserve 
the urethral canal intact (in which, 
incidentally, they failed), and by their 
technique were able to deal only par- 
tially with the middle lobe, so that 
their operation was applicable only to 
certain types of obstruction. Millin 
proved that in cases of pure extra- 
vesical lateral lobe involvement it is 
possible to leave the urethra intact, but 
that its blood supply is inadequate. 

The retropubic operation may not 
be carried out quite as expeditiously 
and safely as a Freyer enucleation 
when preliminary cystotomy has been 
established. However, it is done with 
sufficient speed and safety, and with 
safer and incomparably easier post- 
operative course in most cases. 

Dr. Winsbury-White states that a 
condition of urinary infection is not 
uncommonly encountered after trans- 
urethral resection. The development of 
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such an infection is a reminder of the 
limitations of this procedure. However, 
most urologists use it in selected cases, 
and every method of prostatectomy has 
its weaknesses. For this reason urolo- 
gists turn eagerly to any new technique 
presenting itself, in the hope that the 
perfect operation has at last been 
achieved. Urologists are continually 
concerned with combating hemorrhage 
and sepsis. Infection of the already 
pathological prostate is not only the 
usual complication of such an inter- 
vention, but is also the commonest an- 
tecedent of ascending pyelonephritis in 
the male. 

In two-stage prostatectomy, the im- 
munity following the first stage against 
alarming infective processes in the sec- 
ond in the great majority of cases 
makes the second operation a smooth- 
running affair. However, sound judg- 
ment is always needed in deciding how 
long to wait between the two stages. 


Prostate Carcinoma Treated by 
Orchectomy. The Third Report, 
Based on Seventy-Five Cases Ob- 
served for at Least Thirty-Five 
Months Following Orchectomy. 

Reed M. Nespir and Roserr T. 
Pius. Univ. Hosp. Bull., Ann Ar- 
bor, 12:2 (Jan.), 1946. 

A third follow-up on 75 cases of 
prostatic carcinoma treated by _ bilat- 
eral orchectomy showed 33 per cent 
to be living and free from symptoms, 
while 66 per cent are either dead or 
delayed failures. The average duration 
of life of 44 patients who died was 
20.3 months. The average age of liv- 
ing patients is 71.9 years. 

There appears to be a better progno- 
sis for duration of life in those patients 
who have well-differentiated adenocar- 
cinomas of the prostate. Fifteen per 
cent of 33 cases who had metastases 
at the time of the orchectomy are still 
living and free from symptoms at 
least 37 months after castration. 

Half the patients who displayed no 
evidence of metastases at the time of 
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the orchectomy have since died, or if 
living now show widespread metas- 
tases. 

It is thus evident that orchectomy 
does not constitute a reliable prophy- 
laxis against dissemination of metas- 
tases of prostatic carcinoma. 

3 tables. 


Results of Treatment of Carcinoma 
of the Prostate with Follicular 
Hormones. (Ergebnisse der Fol- 
likelhormon - Behandlung des 
Prostatakarzinoms.) 

Rupotr Howatp. (Basle.) Schweiz. 
med. Wchmnschr., 75 :1135 (Dec. 22). 
1945, 

Reference is made to the treatment 
of carcinoma of the prostate through 
irradiation without protecting the tes- 
ticles, as applied by Munger and 
Lowsley, leading to direct irradiation 
of the testicles and finally to castra- 
tion, as recommended by Huggins. 
Herrold reported excellent success 
through administration of stilbestrol. 

Suter used oestrasyntal (synthetic 
diethylstilbestrol-dipropionate) by in- 
jecting daily 2.5 mg., equal to 50,000 
international units, of follicular hor- 
mones. If secondary effects were ob- 
served Suter reduced the number of 
injections to two or three a week, but 
in either case the total amount of the 
initial therapy consisted of 50 injec- 
tions. After an interval the treatment 
was continued with smaller quantities 
of hormones. 

The author is of the opinion that 
treatment of carcinoma of the pros- 
tate by means of follicular hormones 
does not effect a complete cure. How- 
ever, in most cases the therapy de- 
scribed produced not only arrest of 
increase in growth, but also objective- 
ly demonstrable involution and retro- 
gressive metamorphosis in the tumor. 
The treatment also has a decidedly 
alleviating effect on pain caused by 
metastases. 

So far, histological examinations of 
excised tissue from the prostate, fol- 
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lowing treatment with follicular hor- 
mones, has not furnished uniform re- 
sults. Such uniformity is hardly to be 
expected, since various areas of car- 
cinoma of the same prostate present 
marked histological differences. There- 
fore, exact statements with regard to 
dosage and the duration of the treat- 
ment cannot be made as yet. It will be 
necessary to continue the research in 
a larger number of cases and for a 
longer period before any definite sug- 
gestions can be made. 

According to the author’s experi- 
ence, therapy should be continued af- 
ter the desired effect has been pro- 
duced through the initial treatment ; 
2.5 mg. of a synthetic preparation of 
follicular hormones should be admin- 
istered once or twice per week. This 
treatment may be continued for an 
indefinite period without untoward 
effects. 


MISCELLANEOUS 


Our Aging Population. 
Statist. Bull. Metrop. Life Insur. Co., 

27 :3-5 (March), 1946. 

The aging of the American popula- 
tion is not a new phenomenon, but 
has continued throughout our history. 
The change, at first gradual, has ac- 
celerated in the past few decades. 

At the beginning of the 19th century 
the median age (the age that divides 
the population into two equal groups, 
one half younger, one half older) was 
about 16 years; 75 years later it had 
reached 21; by 1900 it was about 23; 
and by 1940, 29 years. Thus it in- 
creased as much in the four decades 
after 1900 as in the eight preceding 
decades. 

In 1900 there were 11 states in 
which the median age was under 20; 
by 1940 no state had so youthful a 
population. In 1900 there was not a 
single state in which the median age 
was as high as 30; in 1940 there were 
18 states in this category. For every 
state the median age was higher in 


1940 than in 1900, but the increase 
varied considerably among the indi- 
vidual states and geographic divisions. 

The most rapid aging of the popu- 
lation is observed in the area between 
the Mississippi River and the Rocky 
Mountains. The West North Central 
States (Minnesota, Iowa, Missouri, 
North and South Dakota, Nebraska, 
Kansas) recorded the largest increase 
in median age, namely, 7.8 years. Of 
individual states Missouri showed the 
most rapidly aging population (8.7 
years), followed by Florida, Kansas, 
Nebraska, and Texas. Arizona had the 
smallest increase, namely, 1.2 years in 
four decades. 

The relative position of the geo- 
graphic divisions has not changed 
much since 1900; both in 1900 and in 
1940 the Northeastern and Pacific 
states had the oldest populations, the 
Southern states the youngest. In 1940 
South Carolina had the youngest pop- 
ulation (median, 22.2) and California 
the oldest (median, 33.0). 

The two main forces operating to 
determine the age level are the long- 
term fall in the birth rate and the in- 
crease in the average length of life. 
The rapid aging of the foreign-born 
population is a supplementary factor. 
The proportion of people 65 years and 
older has jumped from 4.1 to 6.8 per 
cent between 1900 and 1940, and will 
probably exceed 13 per cent before 
the year 2000. We are becoming a 
nation of elders, and the fact will be 
reflected in the social and economic 
life of the nation. 


Gerodontology ;the Study of Changes 
in Oral Tissues Associated With 
Aging. 

B. O. A. Tuomas. J. Am. Dent. A., 
33 :207-13 (Feb.), 1946. 

Dentists are not yet thoroughly 
aware of the alterations that occur in 
the aging masticatory apparatus. It 
cannot as yet be stated for certain 
whether loss of teeth should be con- 
sidered a normal  involutionary 

(Continued on page 472) 
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change. In his book Old Age, the 
Major Involution, Warthin states that 
the loss of teeth should not commence 
| before the age of 60. 

Many of the changes observed in the 
oral tissues depend on the presence or 
absence of teeth. Caries, periodonto- 
clasia, and gingivitis do not exist in 
the edentulous mouth, The oral secre- 
tions are more often neutral or alka- 
line in the edentulous mouth than 
when teeth are present. However, cer- 
tain pathologic conditions may attack 
the alveolar bone and soft tissues of 
the oral cavity, whether teeth are pres- 
ent or not. 

As a result of aging a change oc- 
curs in the dentin, resulting in closure 
or blocking of the previously open 
lymph-filled dentinal tubules. It has 
been demonstrated clinically and_his- 
tologically that such metamorphosis 
results in decreased sensitivity during 
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Theobromine alkaloid 5 gr. 
Phenobarbital 4 gr. 
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reasons why bananas 
belong in geriatrics 


Digest 
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Important! 


Fully ripe bananas are best 
for eating at any age. A 
banana is fully ripe when 
its yellow peel is flecked 
with brown. 
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Unremitting search for improved techniques has 
transformed transfusion from a crude, dangerous 
experiment to a scientific procedure. In the 
medicinal treatment of hypochromic anemias, a 
marked advance has also been achieved... 


Clinical evidence demonstrates the therapeutic superiority of 
molybdenized ferrous sulfate (Mol-Iron) over equivalent dosages of 
ferrous sulfate alone: 


MORE RAPID... Normal hemoglobin values are restored more rapidly, in- 
creases in the rate of hemoglobin formation being as great as 100% or more 
in patients studied. 


MORE COMPLETE... ron utilization is similarly more complete. 


BETTER TOLERATED... Gastrointestinal tolerance is excellent—even among 


patients who have previously shown marked gastrointestinal reactions follow- 
ing oral administration of other iron preparations. * 


White’s Mol-Iron is a specially processed, co-precipi- 
tated complex of molybdenum oxide 3 mg. (1/20 gr.) 
and ferrous sulfate 195 mg. (3 gr.). 

In bottles of 100 and 1000 tablets. 


*Healy, J. C.: Hypochromic Ane- 
mia, Treatment with Molybden- 
um-Iron Complex, Journal-Lancet 
66 :218 (July) 1946, 














ANGINA PECTORIS 


and other 
Manifestations of 


CORONARY 
INSUFFICIENCY 


The following episodes may be prevented 
by appropriately regulated administra- 
tion of a vasodilator having a sustained 
effect: 


FOR THE PERSON 


@ who is compelled to stop and rest 
when climbing a flight of stairs. 


@who suffers “indigestion” and 
“gas” on exertion, or after a heavy 
meal. 


@who is stricken with precordial 
pain on unusual exertion or emo- 
tion, or when exposed to cold. 


The vasodilatation produced by Ery- 
throl Tetranitrate Merck begins 15 to 
20 minutes after administration, and 
lasts from 3 to 4 hours. 








It is generally agreed that the acute attack of anginal pain is most readily relieved by the prompt removal 
of the provocative factor, and by the use of nitrites. For prophylactic purposes—to control anticipated 
paroxysms—the delayed but prolonged action of erythrol tetranitrate is effective. Erythrol tetranitrate, 
because of its slower and more prolonged action, is also considered preferable for the purpose of preventing 
nocturnal attacks. 





ERYTHROL TETRANITRATE 
MERCK 


(ERYTHRITYL TETRANITRATE) 


ACCEPTED 
Council vtlecepiled 
MERCK & CO., Inc. RAHWAY, NEW JERSEY 
| Manufacturing Chemists 
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AYERST, McKENNA & HARRISON Ltd. 


22 East 40th St.,; N. Y. 16, N. Y. 


No. 928: Available in bottles of 4 fluid ounces 








Roses for the flush of youth — 





— for the perfect prime.” 


C. G. Rossetti 


The ‘‘older’’ woman is often disturbed by 

a varied symptomatology not traceable to any 
definite clinical entity . . . mild, indefinite 
symptoms of fatigability, lassitude, recurring 
headaches, irritability, 
gastrointestinal! dysfunction and anorexia. 
‘‘EMMENOPLEX”’ . . . orally active, 
naturally occurring estrogenic placental 
hormone with the vitamin B complex 

. is suggested for the symptomatic 

relief of generat debility of unknown 

etiology prior to, and during 

the menopause, as well as in the 


postclimacteric. 








The very state of nervous ten- 
sion, “jitters” and _ sleepless- 
ness, which calls for safe, symp- 
tom-free sedation, is also apt 
to make the patient captious, 
rebellious to medication. 
Elixir Butisol Sodium proves 
gratifyingly useful at such 
times. Its fresh green color, 
palatability and appealing fla- 
vor, help to convince the patient 
that something different is 


being done for him. 


ADVANTAGES 
© Intermediate duration—5 to 6 hours. 
© Therapeutically effective in smalldosage. 
e Low toxicity—wide margin of safety. 


e Inactivated in body, independent of 


renal excretion. 


© Onset ofinitial effects promptand smooth. 


© Provides refreshing sleep—no lethargy 


or dull on awak 





INDICATIONS 
Day-time sedation + Insomnia 
Menopausal hysteria + Neuroses 
Preoperative tension and 
apprehension 


Obstetrical hypnosis 


| 
ELIMIR BUTISOL SODIUM 


Please send two trial samples of 


ELIXIR BUTISOL SODIUM 


Contains Butisol Sodium (Sodium salt of 5-ethyl-5- 
secondary butyl barbituric acid ““McNeil’’) 3 gr. per fl. 
oz. Supplied in bottles of one pint. Average Dosage: 14 
to 1 tsp. with water. - CAUTION: Use only as directed. 





welcomes 
cough 


control 





fp, eee 
Practically every home has plaved host to the influenza virus whose 
current invasion has blanketed the nation and crossed international 
boundaries. Control of the accompanying bothersome cough—dry and 
ime devoted 


unproductive—is an essential part of any therapeutic reg 


to rest and symptomatic relief. 


DIATUSSIN Bischoff) 
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helps achieve “cough control” — reduced frequency with increased 


efficiency. 


Diartssin-Bischoff: concentrated extract, 2 to 7 drops dailv; Diattssin Svrup: each teaspoontul 
| | | 


contains two drops arqolieailercce manera 


‘Bischofh 





ERNST: BASSHOFPR COMPANY. ING... LVORYTON, CONNECTICUT 








WHEN MIDDLE AGE BRINGS 


6 A LET-DOWN IN GASTRIC EFFICIENCY 


“We found a steady drop in acidity with advancing age.” 


“Gastro-intestinal symptoms occur more frequently than any 


other symptom in patients over 40. 


‘... almost half the patients between the ages of 30 and 60 


years included among their complaints that of dyspepsia.”* 


increased awareness of the prevalence of gastric secretory deficiencies in the 


middle aged and aging has focused new interest on the value of adequate 


replacement therapy. 


FOR GASTRIC 


HYPOSECRETION 
Effective substitution therapy for deficiencies in gastric secretion, Gastron in- 
creases the acidity and peptic activity of gastric contents... improves gastric 
digestior . promotes normal emptying time . . . relieves epigastric distress. 
is a physiologic mixture of gastric enzymes and hormones plus 
hydrochloric acid in ao palatable, alcohol-free medium ... contains: pepsin, 
rennin, secretin, mucin, ond the antianemic principle 
in gastric hyposecretion... gastritis associated with achlorhydria; 
onacidity and achylia in the middle aged and aging; hypochlorhydria associated 
with food allergies and nutritional deficiencies, including the anemias. 
1. Meyer, Spier. and Neuwell Arch Int 
ie peniteegiotd THE USUAL DOSE is 2 to 4 teaspoontuls diluted with 1 or 2 volumes of cold water, 
following each meal 
2. Kopelowitr. J. Missouri M. A. 38.55. 194 


SUPPLIED in bottles of 6 and 32 fi. oz 





3. Rivers Proc 


Originated by 


FAIRCHILD BROS. and FOSTER / nik Steg CN Se Copene Dirsion Freres 





DETROIT 31, MICHIGAN New York Konsos City Son Francisco 


Windsor, Ontario Sydney, Australia Auckland, New Zealand 


Trade Mork Gastron Reg. U.S. Pat. OF, 
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Breakfast and the Daily Protein Need 


The significance of breakfast in the sat- 
isfaction of nutritional requirements has 
been emphasized in many quarters in 
the recent past. Breakfast serves to re- 
plenish many nutrient stores depleted 
during the long fast from the previous 
evening meal, and provides the organ- 
ism with caloric food energy needed for 
maximum efficiency during the morning 
hours. Hence nutrition authorities ad- 
vise that breakfast should supply from 
one-fourth to one-third of the daily 
caloric and nutrient needs. 

The morning meal should provide, 
among other things, its share of the 
daily protein requirement, since the 
protein needs must be met daily for 
proper growth of children and for good 
nutritional health of adults. In a basic 
breakfast so widely recommended— 
fruit, cereal, milk, bread and butter— 
the protein contribution is significantly 
high—20.7 Gm., or about 29 per cent of 
the adult requirement. Not a small 
amount of this protein is provided by 
the average serving of cereal (ready to 
eat or to be cooked), milk and sugar 
—fully 10 per cent of the adult daily pro- 
tein need. Thusan important protein con- 
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tribution is made by the basic breakfast, 
of which cereals are an integral and uni- 
versally recommended component. 

This average cereal serving also pro- 
vides B complex vitamins, caloric food 
energy, and important minerals. Its 
mixture of proteins is of high biologic 
value, applicable for the satisfaction of 
growth and maintenance requirements. 
Note from the table of composite aver- 
ages the contribution made by the cereal 
serving—1 ounce of cereal (whole grain, 
enriched, or restored to whole-grain 
values of thiamine, niacin, and iron), 4 
ounces of milk, and 1 teaspoonful of 
sugar—and by the basic breakfast. 























Average 
Nutrition represented by: 
Composition cereal, 1 oz.; 
of The whole milk, 4 oz.; 
Basic Breakfast* sugar, 
1 teaspoonful 
Calories 611 202 
Protein 20.7 Gm. 7.1 Gm. 
Fat 19.0 Gm. 5.0 Gm. 
Carbohydrate 89.4 Gm 33.0 Gm. 
Calcium 0.465 Gm 0.156 Gm. 
Iron 3.0 mg. 1.6 mg. 
Vitamin A 1074 1.U 193 1.U. 
Thiamine 0.52 mg 0.17 mg. 
Riboflavin 0.87 mg 0.24 mg. 
Niacin 2.3 mg. | 1.4 mg. 
Ascorbic Acid 64.8 mg. | 
“Orange juice, 4 0z.; cereal, 1 oz.. milk, 4 0z.; sugar, 1 tsp.; 


bread (enriched, white), 2 slices; butter, 1 tsp. (5 Gm.); milk, 8 oz, 


Lhe presence of this seal indicates that all nutritional statements 
in this advertisement have been found acceptable by the Council 
on Foods and Nutrition of the American Medical Association 
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WHENEVER 


MUST BE OVERCOME 


Impairment of fat digestion implies more than loss of available 
caloric food energy to the organism. It involves the failure of 
absorption of the fat-soluble vitamins A, D, E, and K, together 
with the development of deficiency manifestations. Particularly 
severe is vitamin K deficiency with prolongation of the pro- 


thrombin clotting time and the consequent hemorrhagic diathesis. 


Whenever impaired fat digestion must be corrected, Degalol is 
specifically indicated. Degalol—-chemically pure deoxycholic acid, 
a normal constituent of human bile represents the biliary 
component chiefly concerned with fat digestion and absorption. 
Its administration in small dosage virtually normalizes fat digestion 
within the small bowel when lipase is not deficient, and with it 
absorption of the fat-soluble vitamins D, E, and K, and carotene. 
It is especially valuable in correcting the hemorrhagic complica- 
tions of obstructive jaundice, where choleresis is undesirable. 
Degalol proves useful whenever impaired fat digestion is suspected, 
and particularly in the treatment of postprandial epigastric dis- 
tress and fat intolerance not associated with chronic gallbladder 
disease. Supplied in tablets of 114 gr., boxes of 100 and 500. 


U. S. PAT. OFF 


Degalol 


CHEMICALLY PURE DEOXYCHOLIC ACID 


Riedel-de Haen 


DIVISION OF AMES COMPANY, INC. 


NEW YORK 13, N. Y. 





“The cardiac symptoms of the male climacterium represent a 
specific type of precordial distress for which gonadal-hormone 
therapy is the most satisfactory treatment.” 

ORETON, testosterone propionate, usually effects a decrease 
in the frequency, severity and duration of attacks of the form 


of angina pectoris caused by male sex hormone deficiency. 


RETON 


ORETON (testosterone propionate) is administered by intra- 


muscular injection in doses of 25 mg. two to three times weekly 
for six to eight weeks. After improvement, the frequency and 
dose are reduced and, often, freedom from further pain can 
be maintained with ORETON-M ‘Tablets, 10 mg. administered 
one to three times daily. 


ORETON (testosterone propionate) in oi] for intramuscular injection 
in ampules of 1 cc. containing 5, 10 and 25 mg. in boxes of 3, 6 and 50 
and in vials of 10 ce., each ce. containing 25 mg. ORETON-M Tablets 
(methyl testosterone) 10 mg. in boxes of 15, 30 and 100. 

1. MeGavack, T, H.: J. Clin. Endocrinol. 3:71, 1943. 

Trade-Marks ORETON and ORETON-M—Reg. U.S. Pat. Of. 


CORPORATION + BLOOMFIELD, N., J. 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 
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Steroid therapy in arthritis 


i findings of various investigators indicate that beneficial 
effects of Ertron—Steroid Complex, Whittier-—are due to its systemic 
action. Under the regime of steroid therapy in arthritis as provided by 
Krtron, clinicians frequently observe in patients such subjective and ob- 
jective responses as: 

e Recession of pain 

¢ Diminution of soft-tissue swelling 

¢ Increased motility of the affected joints 

¢ Improvement of function and resistance to fatigue 
¢ A distinct feeling of well-being 

The arthritic is enabled to increase his daily activities or to better with- 
stand the surgical procedures of orthopedic restoration. 

Laboratory studies over a five year period prove that Ertron—Steroid 
Complex, Whittier—contains a number of hitherto unrecognized components 
which are members of the steroid group. The isolation and identification 
of these substances in pure form establish the chemical uniqueness and 
steroid complex characteristics of Ertron, Each capsule of Ertron contains 
5 milligrams of activation-products, biologically standardized to an anti- 
rachitic activity of fifty thousand U.S.P. Units. 

Physician control of the arthritic patient is essential for optimum results. 
Ertron is available only upon the prescription of a physician, 


ETHICALLY PROMOTED—Ertron is the registered 
trademark of Nutrition Research Laboratories. Sup- 
plied in bottles of 50, 100 and 500 capsules. Paren- 
teral for supplementary intramuscular injection, 
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FEEDING 
THE AGED PATIENT 


The requirements of special diets for age ~d patie nts have been met by 
many physicians who prescribe Gerber’s Strained Foods with excellent 
results. 


These are eighteen varieties of vegetables, meat-combinations and fruits 

made under the strictest conditions of purity, from the selection of the 

raw foods right through to the care of packing. = 
LOW IN FIBRE. These foods have been strained to the consistency of a 
fine puree—and make little demand on the digestive system. Made pri- 
marily to suit the delicate system of infants. 

BLANDNESS. They are mildly seasoned; in most products only minute 
amounts of salt are added to bring out the flavor. 

NOURISHMENT. Many patients on special diets are apt to suffer from 
vitamin deficiencies. These foods are cooked by steam under pressure 
to retain the highest possible amounts of vitamins and minerals, and it 
is expected that fine straining makes for high assimilation. Professional 
reference cards with assays of food values for each variety will be mailed 
to you on request. 

SPECIAL CEREALS. Gerber’s Cereal Food, Gerber’s Strained Oatmeal 
and Gerber’s Barley Cereal are pre-cooked, and mixed to a fine con- 
sistency by adding milk. They are rich in added iron and B complex 
vitamins. These special cereals provide a good source of nourishment, 
are easily digested, and have proved highly suitable for special diets. 
CHOPPED FOODS, too, are Gerber - prepared. Along with Gerber’s 
Strained Foods and Gerber’s Cereals, they're available almost every- 
Ww here at very moderate cost. 


Book of Recipes S ee 
for Special Diets ~Lécis j = 
Our nutritionists have completed = Ly 


a variety of recipes based on the Se S 
use of Gerber’s Strained Foods = “Sper 


and Cereals. We suggest you write 

for a copy. Additional copies for 

your patients mailed on request. j <3 
Address Gerber’s. Dept. JG11-6. : 
Fremont, Mich. 
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¥* WWJerber’s 


FREMONT, MICH.— OAKLAND, CAL. 





CEREALS ° STRAINED FOODS e CHOPPED FOODS 





An 
Approach to 
Normal Living for 
‘ Physicians know the dramatic results in respiratory 


H failure through the use of Coramine intravenously. 
the Chronic Of equal value in ambulatory patients with chronic 
e 
Cardiac 






cardiovascular disease is 


CORAMINE 
Li Q U I D This form of Coramine is 


indicated where drastic action is not required, but 
where maintenance and progressive improvement 
are sought. Taken orally, Coramine Liquid enables 
the patient to move about freely and to carry on 
moderate normal activities with an easy mind— 

in itself an important factor in management 

of cardiac conditions. 


Full information on Coramine Liquid 
may ‘be obtained by writing the 
Professional Service Dept. 


Coramine—T.M.Reg.U.S. Pat.Off.andCan, 





CIBA PHARMACEUTICAL PRODUCTS, INC. » SUMMIT, NEW JERSEY 


In Canada: Ciba Company Limited, Montreal 


24A 








and effective blood levels for 





‘Baer oom effective penicillin 
A blood levels are readily produced 


and maintained for 24 hours by a 
single 1 cc. (300,000 units) intramus- 
cular injection of Penicillin-C.S.C. 
Romansky Type. With the inconven- 
ience of multiple daily injections 
overcome, the need for hospitaliza- 
tion is frequently obviated, since one 
visit daily by the physician suffices. 

The relatively high penicillin blood 
levels produced by Penicillin-C.S.C. 
Romansky Type make this prepara- 
tion applicable not only in the treat- 
ment of gonorrhea, but also in all 


C.8.C. PHARMACEUTICALS 


A DIVISION OF 
(OMMERCIAL SOLVENTS (ORPORATION 


other infectious diseases due to peni- 
cillin-sensitive organisms, except when 
unusually high doses are required, as 
in subacute bacterial endocarditis, or 
when specific administration is indi- 
cated, such as intrathecal injection in 
meningitis. 

For rapid liquefaction of contents, 
vial may be immersed in boiling 
water without penicillin deterioration. 
Available in 10 cc.-size serum-type 
vials, each cc. containing 300,000 
units of Penicillin-C.S.C. Crystalline 
Potassium Salt in a peanut oil-bees- 
wax mixture. 





Terre Haute rcsc) Indiana, U.S.A. 


PENICILLIN-C.S.C. § 
foment 






BIOLOGICALS, BIOCHEMICALS, PHARMACEUTICALS FOR THE MEDICAL PROFESSION 


| BLOCKING THE 7424 THREAT 


OF NUTRITIONAL DEFICIENCIES 


Pleveiccas frequently encounter nutritional deficiencies which constitute a “‘triple- 
threat’’ to the proper recovery of the patient. 

Aminovite, the New “National” amino acid preparation, provides three factors 
essential to proper nutritional balance: Amino Acids, Natural B Complex Vitamins 
and Minerals. 

In consequence, it is especially valuable in the treatment of protein-deficient 
patients who also exhibit in any degree symptoms of B Complex avitaminosis, and 
setves to supplement the diet whenever intake of these components is sub-normal, 
loss is excessive or demand is unusually great. 

Aminovite contains, in the form of a protein hydrolysate, all the essential amino 
acids, together with effective protein, iron, calcium, and the natural water- 
soluble Vitamin B Complex factors found in natural sources. It is 
palatable and easily assimilable. Write for professional literature to 


The National Drug Company, Philadelphia 44, Pa. 
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THE NATIONAL DRUG COMPANY e¢ PHILADELPHIA, PA. 
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Symptomatic Relief in Essential 
Hypertension and Angina Pectoris 


MAXITA 


REG. U. S. PAT. OFF. 





MAXITATE is the 
First Stabitzed Preparation of Mannitol Hexanitrate 


MAXITATE gives safe, gradual and protonged vasodila- 
tion—lasting from 5 to 6 hours. MAXITATE with 
PHENOBARBITAL for treatment of nervous hyperten- 
sive patients. MAXITATE with NITROGLYCERIN pro- 
vides rapid, prolonged action for 
treatment of acute attacks of angina 
pectoris. 


Scored tablets for divided dosage. 

Maxitate, 14 gr. (white) 

Maxitate, % gr., with Phenobarbital, 
\% gr. (blue) 

Maxitate, % gr., with’ Phenobarbital, 
% gr. (pink) 

*Maxitate, % gr., with Nitroglycerin, 
1/100 gr. (violet) 

*Supplied in bottles of 100 only. 

For informative literature write for folder 
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ROCHESTER 4, NEW YORK 
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“My days are in the yellow leaf...’ 


BYRON— 








edition 
MALFORD W. THEWLIS Son 


THE a 
CARE Ome: 


ED 








Rwy fle WAY 
504 pages, 67 illustrations wi i a 
$800 
e This new fifth edition CARE OF THE e Sulfonamides and antibiotic substances, 
AGED has been brought completely gastritis, esophagitis, gastrophotogra- 
abreast of contemporary developments. phy, kidneys during infection, mental 
ee and additions are listed hygiene, logotherapy, psychotherapy, 
; hypothyroidism as a cause of symptoms 
e Geratology, geriatrics in the war, stress of peripheral vascular disease. 
and longevity, prevention of coronary 
thrombosis in physicians, congestive e A new chapter on Anesthesia has been 
heart failure, venous pressure, home added, together with new statistical 
treatment of pneumonia. charts. 
THE C. V. MOSBY COMPANY ne 


3207 Washington Blvd. 
St. Louis 3, Mo. 


Gentlemen: Send me immediately a copy of the new fifth edition. 
THEWLIS’ CARE OF THE AGED, $8.00 
| Attached is my check. [| Charge my account. 


Dr. 


Address 
28A 











Because there is 


*Margolis, H. M.: Diagnosis and Treatment 
of Arthritis and Allied Disorders, New York, 
N. Y., Paul B. Hoeber, Inc., 1941, p. 59. 


Virtually all recently published reports dealing 
with the treatment of arthritis stress the therapeutic 
value of all the essential vitamins in the manage- 
ment of arthritic patients. 


Many investigators have re- 
ported beneficial results from the 
Ve - use of massive dosage of vita- 
tamu min D in the treatment of rheu- 
matic disorders. In _ practically 
all of these reports, however, the 
need for adequate amounts of a/l 
the essential vitamins is stressed. 


The need for large amounts of 

vitamin A by arthritic patients is 

YU based on the observation that 

amen arthritics require from 4 to 10 

times the quantity of vitamin A 

usually ingested in the average 

diet, hence the frequent occur- 

rence of vitamin A deficiency symptoms in 
patients afflicted with chronic arthritis. 








Each Capsule Contains: 


Vitamin D (irradiated Ergosterol) . .. .50,000 U.S.P. Units 
Vitamin A (Fish-Liver Oil).......... 5,000 U.S.P. Units 
IO PUG soins 0 + 55> pwnjenaneneteeaeehaesst 
Thiamine Hydrochloride 
ne te SELON EO 
Pyridoxine Hydrochloride 
Calcium Pantothenate 
Niacinamide 






Mixed Natural Tocopherols.................. 3.4 mg. 
(Equivalent in biological activity to 3.mg. of Alpha Tocopherol) 
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striking evidence 
of nutritional abnormalities...” 


Thiamine, Riboflavin, Pyrid- 

oxine, Calcium Pantothen- 

Vitamin ate. That relatively large 

comptex 2mounts of the B complex 

vitamins are required in the 

treatment of chronic arthri- 

tis has been reported by 

many rheumatologists. Characteristic B 

complex deficiency symptoms frequently 

encountered in arthritic patients not only 

unfavorably affect the course of the ar- 

thritic process, but also add to the dis- 
comfort typical of the syndrome. 


In patients with chronic 
arthritis the requirement of 
Ve .. Vitamin C is greatly in- 
creased. Abnormally low 
blood levels of vitamin C 
have been observed fre- 
quently in arthritic patients. 


Beneficial results have been 

obtained with vitamin E 
V } .._ when fibrositis complicates 

the arthritic involvement. 

Since involvement of the 

soft tissues is almost the 

rule in arthritis, vitamin E 
finds a rightful place in the management 
of these patients. Vitamin E is known to 
be involved in the metabolism of skele- 
tal muscle. 


DARTHRONOL 


Darthronol presents—in one capsule and in 
correlated indicated potencies—these nine 
vitamins which many investigators assert 
play an important role in the management 


of the arthritic paticnt. 


Complete bibliography sent on request 


J. B. ROERIG & COMPANY 


536 Lake Shore Drive 


ee Chicago 11, Illinois 


DARTHRONOL fox the -Arthnitic 
a ROERIG xcLaration 
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BRAND 
© WHEEL CHAIRS 
* FOLDING CHAIRS 
* COMMODES 





MODEL 93 
STREAMLINED 
WHEEL CHAIR 


_———— Write for Details 
sates: 


ERIE CITY MANUFACTURING CO. 


1030 WEST 12th ST., ERIE, PA. 











Christmas Seals 


.. Your Protection 
Against Tuberculosis 














H. 
YDROTHERAPY in the form of a general 
tar bath has been found exceedingly helpful in assuaging the almost intolerable pru- 





ritus so annoying to the aging and aged—and which is “aggravated in cold weather’’’. 
¢ Containing Juniper Tar (Oil of Cade) in a water-miscible base, ALMAY TAR BATH 
is recommended by leading dermatologists”*. It will not stain skin, hair or bathtub. 


¢ In such conditions as eczematous and urticarial dermatoses and psoriasis, 


ALMAY TAR BATH changes the bath from an irritant factor to a soothing therapy. 


ALMAY, INC., 56 COOPER SQUARE, NEW YORK 3, N.Y. 


SOLE DISTRIBUTORS: Schieffelin & Co., NEW YORK 3, N. Y. 


REFERENCES: 1. Stieglitz, E. J.: Geriatric Medicine, 1943, p. 848. 
2. Sulzberger, M. B.: Dermatologic Allergy, 1940, p. 470. 
3. Sulzberger, M. B. and Wolf, J.: Dermatologic Therapy in General 


Practice, 1942, p. 23, 482. 


ANTI-PRURITIC HYDROTHERAPY 
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Tar Bath 











ORANGE, - 


A well tolerated hypnotic, 
inducing a restful sleep. 
Two tablets upon retiring 
or in wakefulness during 
the early morning hours. 
Contains no barbiturate. 


5 grain Tablets and Powder. 


BROMURAL 


(alphabromisovalerylcarbamide) 


BILHUBER* KNOLL °” 


- NEW JERSEY 





Increasing Old Age Population 
Increases Constipation Disorders 





Today 20% of our population, or more than 26,000,000 persons in the 
U. S. are 45 years or older. Census experts estimate that within 25 years 
43,000,000 persons will be 50 years of age or more. The problem of 
constipation is an important one not only of the immediate present but 
of the future. 


provides a rational regime for the 
aged and aging—used successfully 
by many leading physicians. 


KONSYL promotes peristalsis by water retention and lubrication—and, 
especially important with elderly people, will not irritate even the most 
sensitive gastro-intestinal lining. It is an effective lubricant, easy to 
swallow and does not interfere with digestive process. 


KONSYL is the original concentrated vegetable mucilloid made from 
Plantago Ovata. It is non-habit forming, causes no leakage and is priced 
exceptionally low. Aged patients who have had difficulty with bowel 
movements for years will be delighted with the normal, easy elimination 
they receive with KONSYL. Write for clinical test sample and literature. 


SERVING PHYSICIANS SINCE 1885 








BURTON, PARSONS & COMPANY 


Washington, D.C. 
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ERSONAL knowledge that the blood pressure is high 

worries many a patient. Unfortunately, such anxiety is 
increased by the subjective symptoms of hypertensive 
disease. 


Much can be accomplished by reassuring the patient and 
by imposing a hygienic and dietetic regimen. Further aid in 
management may be obtained by prescribing Theominal, 
a vasodilator and sedative combination. 


Theominal helps to decrease high blood pressure by re- 


ducing vascular and nervous tension and by promoting 
mental and physical comfort. 


DOSAGE: The customary dose of Theominal is 1 tablet two 
or three times daily; when improvement sets in the dose may 
be reduced. Each tablet contains theobromine 5 grains and 
Luminal* 2 grain. 


*Luminal (trademark), Winthrop Chemical Company, Inc., brand of phenobarbital. 


Supplied in bottles of 25, 100 and 500 tablets. 





Reg. U. S. Pat. Off. 6 Canada 


WINTHROP 


CHEMICAL COMPANY, INC. 


Pharmaceuticals of merit for the physician » New York 13, N. Y., Windsor, Ont. 
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*,.. Among the remedies which it 
has pleased Almighty God to give to 
man to relieve his sufferings, none is 
so uxiversal and so efficacious as 
cpium.” —Sydenham' 


Comp lole tnfor mation 
ort Demerol Hleains 


3 avatladle afion request, 


Subject to Federal and State Narcotic 
Regulations. 





NEW YORK + KANSAS CITY + SAN FRANCISCO + WINDSOR, ONTARIO + SYDNEY, AUSTRALIA 


and not... 


A POTENT NEW SYNTHETIC 
SURPASSING THE OPIATES 


DEMEROL. .. chemically unrelated to the opiates by structure 
or derivation, yet ‘more suitable than morphine or any of its deriv- 
atives for controlling pain.’’"* Demerol is the first synthetic drug 
to produce morphine-like analgesia —is similar to atropine and 
Papaverine in antispasmodic effects . . . well tolerated . . . non-con- 
stipating...essentially free of depressant effects. ..‘‘In clinical doses 


the addiction liability of Demerol is less than that of morphine.""* 
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BRAND OF MEPERIDINE 


ANALGESIC — effective, essentially, as morphine with fewer and less 
disturbing side effects. 

ANTISPASMODIC —to provide dramatic relief of colicky pain due to 
visceral spasm. 





SEDATIVE — to alleviate s and appreh ion — induces a 
tranquil drowsiness that often leads to sleep. 


The average adult dose is 100 mg., intramuscularly or orally. 


Supplied: For oral use—tablets of 50 mg., bottles of 100 and 500. 
For parenteral use—2 cc. ampuls (100 mg.), boxes of 12 and 50. 
20 cc. vials, 50 mg. per each 1 cc. 


FéSteg TN S*Cren. 
Pi 


* AUCKLAND, NEW ZEALAND 
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A NEW DIETARY SUPPLEMENT FOR THE AGED 


' ® 
Cierilac basis is milk —nature’s most per-' 
fect food —modified to provide a high pro- 
tein and low fat content, with the addition 
of other dietary factors considered essential 
in geriatric nutrition... so that 


' ca 
Cierilac supplies in one reliquefied pint at 
least one-third of the protein, a full allow- 
ance of each of the vitamins and minerals, 
and about one-tenth of the calories recom- 
mended for daily intake by the Food and 
Nutrition Board, National Research Council. 


‘ e 
Cierilac offers these nutritional values in 
a palatable, easily consumed and readily 
digestible form (suitable for use as a bever- 
age or in Special Diets) It also lends itself 
ideally for the nutrition of convalescents 
and of pre- and postoperative cases. 


Dordens 


AEG. US. PAY. OFF 


PRESCRIPTION PRODUCTS DIVISION 


850 MADISON AVENUE, NEW YORK 17,N. Y. 
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jerilac— A DIETARY SUPPLEMENT. BOR ae 
THE AGED. Gerilac contains spray-dried ty Write for 
whole milk and skim milk and is forti- \ pant errors literature 
fied with vitamins A and D,B complex, ie. bas een: 
C, together with niacinamide, mono- ge. le 

sodium phosphate and iron citraie. 

fvailable at pharmacies in 1-lb, tins, 








